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Year  two  progress  report 

Research  title:  Impact  of  culture  on  breast  cancer  screening  in  Chinese- American  women 

I.  Introduction 

Breast  cancer  is  the  most  common  cancer  for  Chinese- American  women  and  is  the  second  leading  cause  of 
death  in  this  group.1  Research  has  consistently  shown  that  Chinese- American  women  have  the  lowest  rate  of 
mammography  screening  among  minority  and  ethnic  groups2'5  and  that  Chinese-American  women  are  more 
likely  to  be  diagnosed  with  greater  tumor  size.6'7  However,  few  studies  have  presented  systematic 
understanding  about  how  these  barriers  connect  to  screening  and  what  type  of  intervention  is  effective  in 
promoting  screening  within  this  population.  To  expand  current  limited  knowledge  about  Chinese  women  and 
their  intentions  to  get  screening,  the  proposed  study  aims  to  investigate  cultural  and  language  barriers  to  breast 
cancer  screening  among  Chinese  women.  We  will  also  conduct  a  brochure  intervention  to  promote  breast 
cancer  screening  in  this  underserved  population.  The  objectives  of  this  study  are  threefold:  1)  conduct  a 
baseline  interview  with  older  Chinese  women  to  identify  cultural  and  language  barriers  to  mammography 
screening;  2)  develop  culturally  appropriate  Chinese  language  educational  materials  targeted  by  stage  of 
adoption;  and  3)  conduct  a  process  evaluation  of  the  potential  impact  of  these  tailored  materials  on  screening 
intention  in  this  under-studied  population.  Based  on  information  from  the  baseline  interview,  we  refined 
culturally  tailored  Chinese  breast  cancer  brochures.  A  randomized  trial  in  a  sample  of  250  Chinese  women  was 
conducted  to  assign  participants  to  either  read  the  culturally  tailored  brochures  (intervention  group)  or  read  a 
simple  fact  sheet  (control  group).  A  post  interview  will  be  conducted  to  evaluate  acceptability  and  effectiveness 
of  the  brochures  on  women’s  intention  to  be  screened. 

II.  Body 

The  following  outlines  the  progress  made  in  the  second  year  toward  meeting  objectives  specified  for  the  study. 
The  specific  aims  of  the  study  are  as  follows: 

1.  Use  quantitative  research  methods  to  describe  factors  related  to  older  Chinese  women’s  breast  cancer 
screening  behaviors. 

2.  Develop  and  test  culturally  and  stage-tailored  educational  materials  designed  to  improve  screening  use 
in  this  population. 

Progress  Report  September  1, 2003  -  August  31, 2004 

II.l  Task  3.  Recruit  participants  and  conduct  baseline  assessment  (Months  7-24) 

II.  l.a  Participant  Recruitment.  The  recruitment  was  carried  out  in  the  first  year  of  this  project  (months  7-12 
from  March  to  August  2003).  In  the  first  year,  we  obtained  150  women’s  consent  forms  and  80  baseline 
interviews  were  conducted.  Eligible  women  are  aged  50  and  older,  do  not  have  a  personal  history  of  breast 
cancer,  and  reside  in  the  Washington  DC  metropolitan  area.  In  the  second  year,  we  continued  our  recruitment 
activities  in  Chinese  communities  in  conjunction  with  the  recruitment  efforts  of  a  large  five-year  project  led  by 
Dr.  Wenchi  Liang  entitled  “Impact  of  Culture  on  Cancer  Screening”  from  the  NCI  K07  award.  With  support 
from  local  Chinese  community  leaders,  the  researchers  attended  various  community  settings  such  as  Chinese 
cultural  service  centers,  senior  centers,  Chinese  and  Taiwanese  associations,  health  fairs,  churches,  and  Chinese 
New  Year  Celebrations  to  introduce  this  study.  Chinese-language  recruitment  flyers  were  distributed  at  these 
events.  Recruitment  notices  were  also  posted  in  Chinese  newspapers  and  Chinese  associations’  newsletters  and 
web  sites.  These  materials  were  shown  in  the  first  progress  report.  After  these  public  announcements,  women 
were  approached  to  evaluate  eligibility  in  participation.  Eligible  women  were  invited  to  participate  and  were 
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told  again  about  the  purposes,  procedures,  benefits,  and  risk  of  participating  in  this  study.  We  successfully 
recruited  572  eligible  women  to  participate  in  our  projects. 

Of  the  572,  509  (89%)  consented  to  participate.  Seventy-four  percent  of  the  participants  recruited  from  Chinese 
churches,  health  fairs,  senior  centers,  and  Chinese  associations’  events  held  at  restaurants;  16%  were  referred  by 
friends;  8%  brought  consent  forms  home  from  the  recruitment  sites  and  mailed  these  back;  and  2%  called  to 
enroll  after  learning  of  the  study  through  notices  in  newsletters  and  newspapers.  Of  the  509,  438  (86%) 
completed  the  interview,  6%  (n  =18)  declined  the  interview  and  8%  were  pending  in  contact.  Reasons  provided 
for  declining  the  interview  after  initially  consenting  included  being  no  longer  interested  in  participation  (n  =  15), 
moving  out  of  the  area  (n  =  7),  lost  contact  (n  =  4),  too  busy  (n  =  3),  and  negative  feelings  about  questions  on 
cancer  (n  =  3).  A  sample  of  250  completed  baseline  data  and  were  used  for  this  current  project. 

ILl.b  Baseline  interview.  We  conducted  baseline  interviews  upon  receipt  of  consent  forms.  A  computer 
assisted  telephone  interview  (CATI)  system  was  used  to  collect  information  regarding  participants’ 
demographic  information,  use  of  medical  resources,  cultural  views  about  cancer  and  health,  knowledge  about 
cancer  screening,  and  screening  history.  The  measures  used  in  this  study  are  generally  adopted  from  previous 
well-established  items  such  as  demographics,  use  of  medical  resources,  knowledge,  language,  and  screening 
history.  The  only  exception  was  the  measure  of  Chinese  cultural  views  about  cancer  and  health  which  was 
newly  developed  by  Dr.  Liang  from  her  focus  group  data.8  The  baseline  questionnaire  is  detailed  in  Appendix  A. 
All  survey  questions  were  translated  into  Chinese.  Bilingual  speakers  (English  and  Chinese)  translated  the 
instrument  and  back-translation  was  conducted  to  assure  accuracy. 

The  cultural  scale  included  30  items  with  aspects  of  use  of  herbs,  values  of  western  medicine,  fatalistic  views  of 
cancer,  life  styles,  modesty,  feelings  about  western  medical  examinations,  other  cultural  ways  of  care  (e.g. 
practices  of  Qi-kung  or  Tai-Chi),  and  traditional  beliefs  in  hot-cold  balance  (hot-cold  balance  refers  to  beliefs 
about  the  nature  of  food  containing  two  general  characteristics:  hot  and  cold.  By  balancing  hot  and  cold  foods, 
one  obtains  inner  energy  balance,  which  is  thought  to  be  critical  to  maintaining  health,  can  be  achieved). 
Women  responded  to  each  item  from  strongly  agree,  agree,  neutral,  disagree,  to  strongly  disagree.  This  scale 
had  been  tested  in  a  larger  cohort  of  older  Chinese  women  (n  =  438)  and  had  inter-item  reliability  at  .80. 
Participants  of  this  research  were  part  of  the  cohort.  A  paper  clearly  described  the  development  of  the  cultural 
scale  was  submitted  under  review  (see  Appendix  B).  The  results  of  this  paper  were  also  presented  in  the  2004 
annual  meeting  of  American  Society  of  Preventive  Oncology. 

Procedures.  Consenting  women  were  interviewed,  with  the  PI  and  trained  interviewers,  mostly  in  Mandarin  and 
Cantonese  by  using  the  CATI.  Only  two  participants  preferred  to  be  interviewed  in  English.  Eighteen 
participants  who  had  difficulty  in  answering  questions  by  telephone  were  interviewed  in  person.  The  baseline 
interview  took  about  an  hour  on  average.  All  data  are  stored  in  our  secure  servers  in  a  confidential  fashion. 
Participants  were  only  identified  by  a  unique  ID  number. 

Preliminary  results.  Of  the  250  participants,  249  were  foreign  bom.  Among  the  foreign  bom  women,  60%  were 
bom  in  China,  3%  in  Hong  Kong,  31%  in  Taiwan,  and  6%  in  other  countries  including  Singapore  and  Vietnam. 
The  mean  age  of  the  sample  was  64  years,  ranging  from  50  to  89  (standard  deviation,  SD  =  9  years).  The 
majority  of  participants  had  a  college  degree  or  higher  (72%),  had  health  insurance  (82%),  and  were  married 
(72%).  Forty  percent  were  employed.  Twenty-two  percent  (n  =  129)  of  the  participants  were  classified  as 
regular  screeners,  34%  (n  =  85)  were  ever  screeners,  and  14%  were  never  screened.  Results  from  descriptive 
analyses  indicated  that  women  having  never  or  ever  screened  were  likely  to  be  at  age  of  65  and  older  compared 
to  women  having  regularly  screened,  61%,  52%,  and  30%,  respectively,  p  <  .01.  These  never  or  ever  screened 
women  also  had  lower  educational  levels  compared  to  regularly  screened  women  (p  <  .0001).  Ninety-two  to 
ninety-four  percent  of  regular  screeners  reported  having  presence  of  a  regular  doctor  and  health  insurance 
compared  to  71-79  ever  or  50-56%  never  screeners.  Whereas  74%  in  the  regular  group  reported  receipt  of 
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recommendations  from  their  physicians,  only  38%  and  19%  in  the  ever  and  never  groups,  respectively,  had 
receipt  of  physician  recommendation  ip  <  .0001).  Women  in  the  never  and  ever  groups  encountered  more 
barriers  to  access  to  medical  services  including  transportation,  language,  either  none  or  only  partial  insurance 
coverage,  and  long  waiting  time  during  doctor  visit.  These  women  were  also  more  likely  to  have  cultural 
barriers  to  obtain  mammography.  Never  and  ever  screeners  were  likely  to  hold  an  eastern  views  of  care  ip  <  .01) 
and  were  less  positive  to  cancer  screening  than  their  regularly  screened  peers  ip  <  .0001).  In  addition,  never 
screened  women  were  less  likely  to  worry  about  getting  breast  cancer  (75%)  compared  to  ever  (68%)  and 
regular  (52%)  screened  women  {p  <  .04).  However,  women  in  the  three  groups  did  not  have  significant 
differences  in  perception  of  risk  of  developing  breast  cancer  ip  <  .05).  These  bivariate,  preliminary  results  are 
summarized  in  Table  1  (see  Appendix  C).  Inferential  analysis  of  the  baseline  data  will  be  immediately 
conducted  in  the  beginning  of  the  third  year. 

11.1. c  Preparation  of  process  evaluation  and  refinement  of  the  survey  instrument  as  needed.  An  eligible  Chinese 
woman  pilot  tested  the  baseline  survey.  Based  on  the  pilot  test  result  and  data  from  baseline  interview  in  the 
first  year  (n  =  80),  some  of  the  questions  were  reworded  to  fit  with  lay  women’s  level  of  comprehension  and 
common  usage  in  daily  life.  Prior  to  administration  of  the  baseline  assessment.  Dr.  Jeanne  Mandelblatt  (the 
mentor  of  the  P.I.),  Dr.  Liang,  and  the  P.I.  have  also  reviewed  the  survey  questions.  The  IRB  has  approved  the 
revision  of  the  measurement.  This  has  also  been  indicated  in  the  first  year  progress  report. 

II.2  Task  4.  Prepare  educational  intervention  (Months  15-24) 

11.2. a  Ascertain  the  stage  of  adoption  for  distribution  of  materials.  Based  on  responses  to  questions  about 
history  of  mammography  screening,  we  categorized  stage  of  adoption  of  each  participant  along  with  the 
principals  outlined  by  Rakowski  and  his  colleges  (1997). 9  The  categorization  was  based  on  participants’ 
intention,  recent  actions,  and  past  actions  as  precontemplation,  contemplation,  action,  maintenance,  relapse  risk, 
and  relapse.  For  example,  a  woman  who  had  never  had  a  mammography  was  in  the  stage  of  precontemplation. 
A  woman  in  the  contemplation  stage  had  never  had  mammography  or  had  ever  had  mammography,  but  not 
recently  screened  (>  24  months)  and  had  intention  for  future  mammography  screening.  A  relapse  risk  refers  to 
the  status  of  recently  or  regularly 
screened.  Regular  screening  is 
defined  by  having  a  recent 
screening  within  the  period  of  24 
months  and  having  the  prior 
mammography  screening  within 
the  same  period  (<  24  months). 

The  definition  of  stage  of 
adoption  is  described  in  a  table 
on  the  right. 

Based  on  information  about  the  specific  stages,  we  attributed  participants  to  three  general  categories:  never, 
ever,  and  regular.  Never  screeners  pertain  to  precontemplation  and  contemplation  (having  never  screened  even 
if  having  future  intention).  Ever  screeners  include  contemplation,  action,  and  relapse.  Regular  screeners  include 
women  in  the  stages  of  relapse  risk  and  maintenance.  Women  in  the  intervention  group  will  receive  an 
appropriate  set  of  materials  pertaining  to  never,  ever,  and  regular  brochures.  Women  in  the  control  group  will 
all  receive  a  standard  fact  sheet.  These  materials  had  been  detailed  in  the  first  year’s  progress  report. 
Randomization  was  immediately  conducted  after  collection  of  baseline  data  (see  description  in  section  II.2.d). 

11.2. b  Refine  stage-tailored  educational  materials  if  necessary.  The  educational  materials  were  not  refined  in  the 
second  year  as  the  content  of  our  intervention  materials  was  consistent  with  information  from  baseline  data  such 


Definition  of  stage  of  adoption 


Adoption  stage 

Intention 
for  future 
screening 

Screening  history 

Never 

screened 

Ever  but  not 
recently  screened 

Recently 

screened 

Regularly 

screened 

Precontemplation 

Xa 

Contemplation 

X 

Xa  or  Xb 

Action 

X 

Xb 

Maintenance 

X 

Xb 

Xc 

Relapse 

Xb 

Relapse  risk 

Xb  or  Xc 

Note:  a=  never,  b=ever,  c=regular 
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as  cultural  and  fatalistic  views,  lack  of  symptoms  and  health  insurance,  lack  of  knowledge  about  breast  cancer 
and  mammography,  and  negative  attitudes  toward  mammography  use. 

11.2. C  Produce  standard  and  tailored  educational  materials.  The  250  participants  were  randomized  either  to  an 
intervention  group  with  culturally  and  stage-tailored  Chinese  brochures  or  to  a  control  group  with  a  doubled- 
sided  standard  fact  sheet.  Thus,  we  produced  a  minimum  of  125  color  copies  of  the  control  and  intervention 
materials  for  each  group  participant.  The  production  of  copies  was  supported  from  other  related  research 
projects  (P.I.:  Liang  with  funds  from  her  NCI  K07  award  and  a  Komen  research  grant.).  The  projects  led  by  Dr. 
Liang  investigated  the  impact  of  culturally  sensitive,  linguistically  appropriate,  and  staged-tailored  brochure 
intervention  on  intention  and  behavior  changes  in  breast,  cervical,  and  colorectal  cancer  screening.  Her  research 
funds  were  shared  to  produce  good  quality  materials  through  a  paid  printing  service  for  this  project.  In 
conjunction  with  Dr.  Liang’s  efforts  in  cancer  prevention  in  Chinese  American  population,  I  have  co-authored 
several  abstracts  that  presented  preliminary  results  of  breast  cancer  baseline  data  in  several  national  conferences 
(see  Appendix  D  and  Reportable  outcomes,  below). 

n.2.d  Randomization  and  descriptive  analysis.  Using  computer-generated  random  numbers,  participants  who 
completed  the  baseline  interview  were  randomly  assigned  to  either  the  intervention  group  or  the  control  group 
in  a  1:1  ratio.  By  using  descriptive  statistics,  we  examined  the  success  of  randomization.  As  shown  in  Table  2, 
results  from  chi-square  demonstrated  that  the  randomization  was  successful  since  the  distribution  of  the 
demographic  characteristics  was  not  significantly  different  between  the  two  groups  (see  Appendix  C). 

11.2. e  Finalize,  translate,  and  pre-test  the  process  evaluation  interview  questionnaire.  We  have  also  finalized  the 
process  evaluation  interview  questionnaire.  The  questionnaire  focuses  on  evaluation  of  comprehensibility, 
acceptability,  and  popularity  by  participants  (see  details  in  the  Appendix  A).  In  addition,  some  of  the  questions 
used  in  the  baseline  interview  were  employed  to  investigate  whether  there  are  changes  in  intention  to  use 
mammography,  cultural  views  of  healthcare,  knowledge,  and  attitudes  toward  mammography  screening  after 
intervention.  This  survey  instrument  was  translated  into  Chinese  languages  following  the  same  translation 
procedures  used  in  the  baseline  survey  (see  section  II. l.b.  under  procedures).  We  also  pilot  tested  the 
questionnaire  by  age-appropriate  women  to  ascertain  the  adequacy  and  comprehensibility  of  the  translation. 

11.2. f  Create  the  CATI  system  for  process  evaluation  interview.  Our  programmer  had  set  up  the  post¬ 
intervention  interview  by  the  CATI  system.  Currently,  it  is  in  the  testing  phase  to  make  sure  the  process  of 
conducting  standardized  interviews  with  simultaneously  data  entry  is  consistent  and  being  stored  accurately  in 
the  MS  Access  database.  The  post-interview  assessment  involves  open-ended  questions.  We  will  also  examine 
whether  the  open-ended  responses  can  be  fully  recorded  in  the  database.  The  post-intervention  interview  will  be 
started  immediately  after  materials  are  mailed  to  the  participants  and  after  the  participant  read  the  materials. 

III.  Key  Research  Accomplishments 

□  Successfully  recruited  more  than  250  eligible  Chinese  women  to  participate  in  this  study 

□  Established  a  strong  relationship  with  Chinese  communities  in  the  Metropolitan  Washington  DC  area 
through  recruitment  activities 

□  Successfully  collected  250  completed  baseline  data  from  consented  Chinese  women 

□  Ascertained  participants’  stages  of  adoption  of  mammography  based  on  baseline  data 

□  Produced  three  sets  of  culturally  and  stage-tailored  materials  (never,  ever,  and  regular)  for  the  intervention 
group  as  well  as  a  simple  fact  sheet  for  the  control  group. 

□  Randomized  the  250  participants  who  completed  baseline  interview  to  either  the  intervention  group  or  the 
control  group. 

□  Kept  the  data  in  a  confidential  fashion  without  connecting  any  personal  information  such  as  name,  address, 
and  telephone. 
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□  Translated  the  post-interview  questionnaire  into  Chinese  language  and  pilot  tested  the  accuracy  and 
comprehensibility  of  the  translation. 

□  Finalized  the  post-interview  questionnaire  that  will  be  administered  after  intervention  and  received  approval 
from  the  IRB. 

□  Created  the  CATI  system  for  the  post-interview  and  examined  the  consistency  between  interview  and  the 
directly  stored  data  in  the  Access  data  base. 

VI.  Reportable  Outcomes 

□  The  P.I.  has  successfully  co-presented  two  abstracts  regarding  cultural  impact  on  breast  cancer  in  meetings 
of  the  American  Society  of  Preventive  Oncology  held  in  Bethesda,  Maryland  and  the  Intercultural  Cancer 
Council  held  in  Washington  DC  in  March  2004.  An  abstract  describing  the  relationships  between  language, 
culture,  and  mammography  use  will  be  presented  in  the  annual  meeting  of  American  Public  Health 
Association  held  in  Washington  DC  in  November,  2004.  (Abstracts  were  included  in  Appendix  D).  This 
work  was  supported  by  this  DOD  award. 

□  The  P.I  also  co-authored  a  manuscript  describing  the  development  of  the  cultural  scale  measuring  Chinese 
Americans’  views  of  health  care,  submitted  to  Preventive  Medicine  (see  Appendix  B). 

□  Based  on  baseline  data,  a  grant  proposal  (Reducing  disparities  in  breast  cancer  screening  in  Chinese 
American  women)  was  submitted  to  the  Susan  G.  Komen  Breast  Cancer  Foundation  in  August  2004. 

□  The  P.I.  also  has  an  opportunity  to  understand  colorectal  cancer  screening  behavior  among  older  Chinese 
women  during  this  DOD  award  period.  The  P.I  has  orally  presented  an  abstract  entitled  “Cultural  and 
attitudinal  barriers  to  colorectal  cancer  screening  among  Chinese  women  in  the  biennial  meeting  of  the 
Intercultural  Cancer  Council  held  in  Washington  DC  in  March  2004.  A  manuscript  describing  the  influence 
of  culture  and  cancer  worry  on  colorectal  cancer  screening  was  submitted  to  Ethnicity  and  Disease  (see 
Appendix  E).  Through  this  work,  the  P.I  obtained  deeper  understanding  about  the  relationship  between 
culture  and  cancer  screening  among  older  Chinese  women. 

V.  Conclusions 

All  the  tasks  proposed  in  year  two  of  this  project  have  been  completed.  Our  preliminary  analysis  showed 
that  among  the  250  participants,  only  49%  regularly  obtained  mammography.  This  is  a  far  lag  behind  our 
national  goal  to  have  70%  regular  screening  toward  year  2010.  Interventions  designed  to  overcome  barriers 
among  Chinese  women  are  in  particularly  important.  Our  post-intervention  will  be  the  primary  task  in  the  third 
year.  After  intervention,  participants  in  both  the  intervention  and  control  groups  will  be  interviewed  again  via 
telephone  to  assess  the  effectiveness  and  acceptability  of  the  Chinese  breast  cancer  brochures  targeted  to  their 
screening  stage.  Changes  in  intention  to  obtain  recent  mammography  will  be  measured  as  a  primary  outcome  of 
this  study.  It  is  also  hypothesized  that  an  increase  in  the  intention  to  obtain  a  mammography  is  more  likely  to 
occur  in  the  brochure  intervention  group  than  within  in  the  control  group.  It  is  also  hypothesized  that  Chinese 
women  who  are  in  the  intervention  group  are  more  likely  to  have  positive  attitudes  toward  mammography 
screening  and  have  less  cultural  barriers  to  obtain  breast  cancer  screening  than  those  who  in  the  control  group. 

Multivariate  analyses  of  the  baseline  data  will  be  immediately  conducted  in  the  third  year  as  well. 
Results  from  the  baseline  and  intervention  data  will  identify  effective  community-based  education  in  promoting 
breast  cancer  screening  in  this  understudied  population.  Through  the  project  work  in  the  first  and  second  years, 
the  P.I.  has  built  up  an  extensive  tie  with  community  members  and  senior  women  and  has  strengthened  her 
research  skills  via  a  randomized  control  trial  and  design  of  intervention  programs.  All  of  these  are  valuable  for 
the  P.I.’s  future  research  plans  and  career  development  in  becoming  an  independent  cancer  control  scientist. 
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Baseline  and  follow-up  questionnaires 
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DRAFT 

CANCER  SCREENING  AMONG  OLDER  CHINESE  WOMEN 

BASELINE  SURVEY 

Georgetown  University 


Subject  ID#  _ 

Introduction 

Hello,  Mrs.  [SUBJECT].  I  am  [INTERVIEWER],  calling  from  Georgetown  University  for  the 
project  on  Chinese  American  women’s  health.  We  are  very  glad  that  you  are  willing  to 
participate  in  this  project.  This  project  involves  three  short  telephone  interviews  over  2  years. 
This  phone  call  is  for  the  first  interview.  We  will  ask  you  for  ideas  about  health,  and  some  basic 
background  information.  You  do  not  have  to  answer  any  questions  that  you  are  not  comfortable 
with.  This  interview  will  last  for  about  30-40  minutes,  and  all  the  information  you  give  us  will  be 
kept  confidential.  Do  you  have  time  now? 

[If  NO]  May  I  set  up  an  appointment  with  you  to  call  you  back  for  this  interview? 

[If  YES,  fill  out  the  appointment  date  and  time  in  the  table  on  the  next  page.] 

[If  NO,  go  to  REFUSAL  questions  below.] 

[If  YES]  Do  you  have  any  questions  before  we  start?  [If  NO,  continue  onto  the  next  page.] 

REMINDER:  Code  “777”  for  non-applicable  questions;  “888”  for  “Don’t  know/Unsure,”  and 
“999”  for  “Do  not  want  to  answer/Refusal.” 


REFUSAL: 

Would  you  so  kind  as  to  tell  me  why  you  are  not  interested  in  this  project?  [Record  verbatim] 


RECODE->  Too  busy . 01 

Too  ill . 02 

Not  interested . 03 

Sounds  too  long . 04 

Negative  reaction  to  surveys . 05 

Confidentiality . 06 

Other  (specify) . . 07 


Would  you  mind  answering  a  few  questions  before  we  stop?  [Ask  Section  I  Questions  1,  3,  4,  6, 
10  (bolded)] 


Thank  you  for  taking  your  time  answering  this  question. 
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Telephone  Call  Tracking  Sheet 
Multiple  tries: 


Date 

Time  1 

Time  2 

Time  3 

Time  A 

Interviewer 

/  / 

mma 

B 

i— a 

B 

mmmm 

B 

Q  Q 

B 

N 

N 

N 

N 

/  / 

QQ 

B 

HQ 

B 

Q 

B 

QQ 

B 

N 

N 

■Kl 

N 

N 

/  / 

■m 

B 

HQ 

B 

B 

QQ 

B 

N 

N 

N 

N 

/  / 

■H 

B 

QQ 

B 

B 

QQ 

B 

■■■Si 

N 

N 

BHBs'.rS 

N 

N 

/  / 

B 

QQI 

B 

QQ 

B 

QQ 

B 

N 

N 

N 

N 

B=Line  busy;  N=No  answer. 


Appointments: 


Date 

Time 

■ESBSaH 

Call  back  date 

Call  back  time 

Interviewer 

/  / 

IHKSSSI 

HHKfulB 

/  / 

HH^jSSSI 

/  / 

ihmhkoiisuI 

FINAL  DISPOSITION: _  (1-Completed;  2-Not  able  to  contact; 

3-Wrong  number;  4-Refusal) 

DATE: _ / _ /  20 _ 


INTERVIEWER: 


SECTION  I  Sociodemographics 
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[Demographics  and  length  of  US  residence] 
Now,  I’m  going  to  ask  questions  about  yourself. 

1.  What  is  your  date  of  birth?  _ 


2.  Is  this  your  western  age  or  lunar  age? 

Western . 01 

Lunar . 02 

3.  In  what  country/area  were  you  born? 

U.S.  (Skip  to  6) . 01 

Taiwan . 02 

Hong  Kong . . . 03 

China . 04 

Singapore . 05 

Other  Asian  country,  Specify: . 06 

Other  non-Asian  country,  Specify: . 07 


4.  At  what  age  did  you  come  to  the  United  States? _ 

5.  How  long  have  you  been  living  in  the  Washington  D.C.  area? 

6.  How  far  did  you  go  in  school? 


Never  been  to  school . 01 

Up  to  elementary  school  (Grade  1-6) . 02 

Middle  school  (Grade  7-9) . 03 

High  school  (Grade  10-12) . 04 

Some  college  or  technical  training  school . 05 

College  graduate . 06 

Graduate  school . 07 

Don’t  know/Unsure . 888 

Refused  to  answer . 999 

7.  Have  you  ever  attended  school  in  the  U.S.,  excluding  classes  to  learn  English? 

Yes . 01 

No  (Skip  to  8) . 02 


7.1.  That  was  for  what  level  of  education  and  for  how  long?  [Check  all  that  apply] 


Educational  Level 

Yes 

No 

Length  of  attendance 

7. 1  .a  Elementary  school 

7.  Lb  Middle  school 

7.1.c  High  school 
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7.1.d  College  or  technical  school 

7.1.e  Graduate  school 

7. l.f  English  language  class 

8.  Are  you  currently  employed? 


Yes . 01 

No  (Skip  to  9) . 02 

Refused  to  answer . 999 

8.1  Is  that  a  full  time  job? 

Yes . 01 

No . 02 

Refused  to  answer . . 999 

9.  Are  you  retired,  disabled,  unemployed,  or  a  homemaker? 

Retired . 01 

Disabled . 02 

Unemployed . 03 

Homemaker . . . 04 

Other . 05 

Refused  to  answer . 999 


10.  What  is  your  marital  status? 


Married . . . 01 

Separated/divorced . 02 

Widowed . 03 

Single,  never  married . 04 

Living  with  an  unmarried  partner . 05 

Don’t  know/Unsure . 888 

Refused  to  answer . 999 


[Social  support] 

11.  When  you  need  assistance  in  transportation  to  see  a  doctor,  how  often  can  you  find  a 
person(s)  to  help  you,  such  as  relatives  or  friends? 


Never . 

Seldom . 

Sometimes . 

Very  often . 

Always  . 

Not  applicable . 

Don’t  know/Unsure 
Refused  to  answer. . 


.01 

..02 

..03 

.04 

..05 

.777 

888 

.999 
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12.  When  you  need  a  translator  during  your  doctor  visit,  how  often  can  you  find  a  person(s) 
to  help  you,  such  as  relatives  or  friends? 

Never . 01 

Seldom . 02 

Sometimes . 03 

Very  often . 04 

Always . 05 

Not  applicable . 777 

Don’t  know/Unsure . 888 

Refused  to  answer . 999 

13.  If  for  some  reasons,  you  lose  your  health  insurance,  who  could  you  find  to  help  you  pay 
for  your  health  insurance  premiums  and/or  medical  bill? 

None . 01 

Family  members . 02 

Relatives . 03 

Friends . 04 

Chinese  community-based  organizations . 05 

Your  county  health  department . 06 

Other  . . 07 

I  won’t  look  for  help . 08 

Don’t  know/Unsure . 888 

Refused  to  answer . 999 

14.  How  many  times  do  you  usually  participate  in  religious  activities  in  a  month  (i.e.  going  to 

church,  temple,  etc.)?  _ times 

15.  How  much  is  spirituality  and/or  religion  a  source  of  strength  and  comfort  to  you?  [PORT] 

None . 01 

A  little  bit . 02 

Somewhat . 03 

A  great  deal . 04 

Don’t  know/Unsure . 888 

Refused  to  answer . 999 

16.  Do  you  know  any  one  of  your  relatives  or  friends  who  has  had  breast,  cervical,  or  colorectal 
cancer?  If  yes,  what  kind  of  cancer  have  they  had?  [CHECK  ALL  THAT  APPLY] 

Yes,  breast  cancer . 01 

Yes,  cervical  cancer . 02 

Yes,  colorectal  cancer . 03 
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No,  but  having  other  cancer,  SPECIFY: . 04 

No . 05 

Don’t  know/Unsure . 888 

Refused  to  answer . 999 


17.  Have  you  ever  been  encouraged  by  relatives  or  friends  to  have 


Yes 

No 

17.1  General  checkup  (i.e.  blood  pressure,  blood  sugar, 
cholesterol)? 

1 

2 

17.2  Mammogram? 

1 

2 

17.3  Pap  smear  test? 

1 

2 

1 7.4  Blood  stool  test? 

1 

2 

17.5  Flexible  sigmoidoscopy? 

1 

2 

17.6  Colonoscopy? 

1 

2 

[Income]  {Lee,  1996) 

I’m  now  going  to  ask  about  your  income.  We  understand  that  it  may  be  difficult  to  estimate 
income,  or  you  may  not  be  willing  to  report  your  income.  However,  we  will  only  ask  the  income 
by  range,  not  the  exact  amount.  This  income  information  will  help  us  to  understand  the  need  for 
health  care  assistance  in  the  Chinese  community.  Your  information  will  be  kept  confidential. 

18.  Would  you  please  tell  me  how  much  is  the  yearly  income  of  members  of  your  household  for 
the  last  year?  It  includes  wages,  social  security  income,  retirement  benefits,  unemployment 
benefits,  welfare  programs,  etc. 


Less  than  $5,000 . 01 

$5,000  -  $10,000 . 02 

$10,001  -  $20,000 . 03 

$20,001  -  $30,000 . 04 

$30,001  -  $40,000 . 05 

$40,001  -  $50,000 . 06 

$50,001  or  more . 07 

Don’t  know/Unsure . 888 

Refused  to  answer . 999 


18.1  How  many  people  are  supported  by  this  income? 


Number  of  people _ 

Don’t  know/Unsure . 888 

Refused  to  answer . 999 
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[Health  insurance]  (Lee,  1996) 

19.  Do  you  have  any  kind  of  health  care  coverage,  including  health  insurance,  prepaid  plans  such 
as  HMO  (Health  Maintenance  Organization),  or  government  plans  such  as  Medicare  and 
Medicaid? 


Yes . 01 

No  (Skip  to  Section  II) . 02 

Don’t  know/Unsure . 888 

Refused  to  answer . 999 

19.1  What  is  your  health  care  coverage? 

Medicare . 01 

Medicaid . 02 

HMO . 03 

Private  insurance . 04 

Other . 05 

Don’t  know/Unsure . 888 

Refused  to  answer . 999 
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SECTION  II  Health  Care  Utilization  and  Referral 

In  this  section,  I  will  ask  you  questions  about  your  experiences  with  health  care  and  doctors  you 
have  seen. 

1.  In  the  past  12  months,  how  many  times  have  you  been  to  see  a/an _ 


[Record  verbatim]  #  of  times 

1.1  Western  trained  doctor? 

1.2  Herbalist? 

1.3  Acupuncturist? 

1.4  Acupressure  therapist? 

1.5  Chi-Kung  therapist? 

1.6  Other  non-western  practitioner? 

2.  A  regular  personal  doctor  or  nurse  is  the  health  professional  who  knows  you  best.  This  can 
be  a  general  doctor,  an  internist,  a  family  practitioner,  a  nurse  practitioner,  or  a  physician 
assistant.  Do  you  have  a  doctor  or  nurse  you  usually  see  when  you  are  sick  or  want  a 


checkup? 

Yes . 01 

No  (Skip  to  3) . 02 

2.1  What  kind  of  doctor  (or  clinic)  is  this?  [READ  LIST] 

Family  or  general  practitioner . 01 

Internist . 02 

Obstetrician/Gynecologist . 03 

Geriatrician . 04 

Surgeon . 05 

Specialist  (specify: _ ) . 06 

Herbalist . 07 

Acupuncturist . . 08 

Accupressurist . 09 

Qi-Kung  therapist . 10 

Other . 11 

Don’t  know/Unsure . 888 

Refused  to  answer . 999 


2.2  Where  is  that  doctor  located? _ 

[RECODE] 

Public  hospital  (e.g.  Montgomery  General  Hospital,  Fairfax 

County  Hospital,  DC  General  Hospital,  etc.) . 01 

Private  hospital  (e.g.  Shady  Grove  Hospital,  Suburban  Hospital, 

GU  Hospital,  Washington  Hospital  Center,  etc.) . 02 

Private  doctor’s  office . 03 

Health  department  clinic . 04 

Other,  Specify: . 05 

Don’t  know/Unsure . 888 

Refused  to  answer . 999 
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2.3  How  long  have  you  been  seeing  that  doctor? 


Shorter  than  1  year . 01 

1-3  years . 02 

3-5  year . 03 

5-10  years . 04 

Longer  than  10  years . 05 

Don’t  know/Unsure . 888 

Refused  to  answer . 999 

2.4  In  the  past  two  years,  how  often  did  you  visit  your  regular  doctor? 

Several  times  in  a  month . 01 

About  once  a  month . 02 

About  once  in  every  2-4  months . 03 

About  once  in  every  5-8  months . 04 

About  once  in  every  9-11  months . 05 

About  once  a  year . 06 

About  once  in  1  to  2  years . 07 

I  didn’t  keep  regular  appointments . 777 

Don’t  know/Unsure . 888 

Refused  to  answer . 999 

2.5  Is  that  doctor  a  male  or  female  doctor? 

Male . 01 

Female . 02 

2.6  Is  that  doctor  Chinese? 

Yes . 01 

No  . 02 

2.7  What  kind  of  language  does  that  doctor  use  when  communicating  with  you? 

English . 01 

English,  which  is  translated  to  Chinese  for  my  understanding.... 02 

Chinese . 03 

Chinese,  which  is  translated  to  English  for  my  understanding. ...04 
Other . 05 


[SKIP  TO  4] 

3.  Is  there  one  particular  clinic,  health  center,  or  doctor’s  office  where  you  usually  go  for  health 


care? 

Yes . . . 01 

No  (Skip  to  4) . 02 
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3.1  Please  tell  me  where  this  place  is.  _ 

[RE-CODE] 

Public  hospital  (e.g.  Montgomery  General  Hospital,  Fairfax  County  Hospital,  DC 

General  Hospital,  etc.) . 01 

Private  hospital  (e.g.  Shady  Grove  Hospital,  Suburban  Hospital,  Georgetown 

University  Hospital,  Washington  Hospital  Center,  etc.) . 02 

Private  doctor’s  office . 03 

Health  department  clinic . 04 

Emergency  room . 05 

Other,  Specify: . 06 

Don’t  know/Unsure . 888 

Refused  to  answer . 999 

[Medical  checkup] 

4.  Have  you  had  general  medical  checkup,  such  as  checking  for  blood  pressure,  blood  sugar, 
or  cholesterol,  in  the  past  two  years? 


Yes . . 01 

No . 02 

Don’t  know/  Unsure . 888 

Refused  to  answer . 999 

5.  Did  any  of  the  doctors  you  visited  during  the  past  two  years  ever  recommend  you  to  get  a 
cancer  screening? 

Yes . 01 

No . 02 


5.1  What  kind  of  cancer  screening  they  suggested?  [CHECK  ALL  THAT  APPLY] 


Cancer 

Yes 

No 

Breast 

1 

2 

Cervical 

1 

2 

Colorectal 

1 

2 

5.2  How  enthusiastic  are  the  doctors  about  your  getting  a  [SCREENING]?  [Fox,  1994 ] 


Cancer  screening 

Very 

enthusiastic 

Somewhat 

enthusiastic 

Neutral 

Not  very 
enthusiastic 

Not  enthusiastic 
at  all 

1 

2 

3 

4 

5 

1 

2 

3 

4 

5 

FOBT 

1 

2 

3 

4 

5 

mmmsm 

1 

2 

3 

4 

5 

Colonoscopy 

1 

2 

3 

4 

5 
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[Access  barriers] 

6  Have  you  ever  had  the  following  problems  when  you  need  to  get  your  medical  care?  [READ 
CATEGORIES] 


Yes 

No 

6.1  Lack  of  transportation 

1 

2 

6.2  Difficulty  in  getting  an  appointment 

1 

2 

6.3  Lack  of  a  babysitter 

1 

2 

6.4  No  paid  leave 

1 

2 

6.5  No  time 

1 

2 

6.6  Language  barrier  (hard  to  find  a  doctor  speaking  Chinese) 

1 

2 

6. 7  No  or  only  partial  insurance  coverage 

1 

2 

6.8  Too  much  paperwork 

1 

2 

6.9  Long  waiting  time 

1 

2 
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SECTION  III  Culture  and  Acculturation 

[Cultural  view] 

1.  The  following  set  of  statements  about  your  ideas  about  health,  medicine,  and  medical  care. 

I’m  going  to  read  the  following  statements.  Please  tell  me  if  you  strongly  agree,  agree, 
disagree,  strongly  disagree,  or  are  neutral  to  each  of  the  statements.  Remember,  there  are  no 
right  or  wrong  answers;  we  just  want  you  to  express  your  opinions. 


Statements 

SA 

A 

N 

D 

SD 

1.1  Regular  outdoor  walking  is  essential  to  achieve  good  health. 

1 

2 

3 

4 

5 

1.2  Certain  food  is  not  good  for  me  because  it  will  disturb  the  hot-cold 
balance  in  my  body. 

1 

2 

3 

H 

5 

1.3  Health  or  illness  is  a  matter  of  fate.  Some  people  are  always  healthy; 
others  get  sick  very  often. 

1 

2 

3 

H 

5 

1.4  It  is  hard  to  prevent  cancer. 

1 

2 

3 

4 

5 

1.5  Eating  “cold”  food  in  summer  and  “hot”  food  in  winter  will  help 
strengthen  my  body. 

1 

2 

3 

H 

5 

1.6 1  know  my  body  better  than  any  one  else. 

1 

2 

3 

D 

5 

1.7  It  is  best  not  to  think  about  cancer.  If  we  think  about  it  too  much,  we 
probably  will  get  cancer. 

1 

2 

3 

H 

5 

1.8  Most  diseases,  excluding  external  wounds,  are  caused  by  the 
imbalance  between  hot  and  cold  in  a  person’s  body. 

1 

2 

3 

■ 

5 

1.9  Eating  food  prepared  by  myself  is  a  key  to  good  health. 

1 

2 

3 

D 

5 

1.10  Getting  Cancer  is  like  being  sentenced  to  death. 

1 

2 

3 

D 

5 

1.11  As  long  as  I  can  take  good  care  of  myself  and  keep  myself  healthy,  I 
don’t  need  to  see  a  doctor. 

1 

2 

3 

H 

5 

1.12  We  should  not  take  “western”  medicine  too  often,  because  its 
chemical  ingredients  will  hurt  our  bodies. 

1 

2 

3 

H 

5 

1.13  Herbs  are  more  effective  in  harmonizing  a  person’s  yin-yang  than 
western  medicine. 

1 

2 

3 

5 

1.14  If  I  am  meant  to  get  cancer,  I  will  get  it. 

1 

2 

3 

4 

5 

1.15  Bodily  constitution  is  different  for  every  person;  therefore,  some 
kinds  of  people  are  more  likely  to  get  cancer  than  others  do. 

1 

2 

3 

4 

5 

1.16  Keeping  my  mind  happy,  doing  my  hobbies,  and  not  competing  with 
others  can  lead  to  better  health. 

1 

2 

3 

1 

5 

1.17 1  cannot  control  my  destiny. 

1 

2 

3 

4 

5 

1.18  Herbs  are  a  better  choice  for  preventing  diseases  than  western 
medicine. 

1 

2 

3 

H 

5 

1.19  Going  to  clinics  or  hospitals  too  often  will  cause  me  to  catch  diseases 
or  having  bad  luck. 

1 

2 

3 

H 

5 

1.20  A  lot  of  medical  tests  are  too  intrusive  and  make  me  uncomfortable. 

1 

2 

D 

5 

1.21  If  we  get  cancer,  the  best  way  to  deal  with  it  is  to  accept  it,  just  like 
the  old  saying:  “Listen  to  heaven  and  follow  fate.” 

1 

2 

3 

H 

5 

1.22  Western  medicine  is  good  for  killing  germs  rather  than  preventing 
diseases. 

1 

2 

3 

H 

5 

1.23  I  don’t  visit  doctors  if  I’m  not  feeling  sick. 

1 

2 

3 

4l 

5 

1 


2 


3 


5 
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1.24  Avoiding  cancer  is  a  matter  of  personal  luck. 

1 

2 

3 

4 

5 

1.25  Herbs  are  better  remedy  for  illness  than  western  medicine. 

1 

2 

3 

4 

5 

1.26  Medical  doctors  usually  do  unnecessary  tests. 

1 

2 

3 

4 

5 

1.27  Regularity  in  meals  and  daily  schedules  can  make  us  healthy. 

1 

2 

3 

4 

5 

1.28  Qi-Kung  or  Tai-Chi  practice  can  help  regulate  the  “chi”  in  the  body, 
which  can  increase  one’  stamina  and  prevent  diseases. 

1 

2 

3 

H 

5 

1.29  No  matter  what  I  do,  if  I  am  going  to  get  cancer,  I  will  get  it. 

1 

2 

3 

4 

5 

1.30 1  will  be  embarrassed  if  a  doctor  or  a  nurse  checks  my  private  parts. 

1 

2 

3 

4 

5 

SA=Strongly  agree;  A=Agree;  N=Neutral;  DA=Disagree;  SD=Strongly  disagree. 


[Acculturation]  {Anderson,  1993 ) 

2.  The  next  few  questions  ask  about  your  ability  in  using  Chinese  and  English.  Please  let  me 
know  how  well— very  well,  pretty  well,  just  fine,  not  too  well,  or  not  at  all— you  are  in  each  of  the 
questions.  How  well  are  you  in — 


Very 

Pretty 

Just 

Not  too 

Not  at 

| 

well 

well 

fine 

well 

all 

2.1  Understanding  spoken  English 

1 

2 

3 

4 

5 

2.2  Speaking  English 

1 

2 

3 

4 

5 

2.3  Reading  in  English 

1 

2 

3 

4 

5 

2.4  Writing  in  English 

1 

2 

3 

4 

5 

2.5  Speaking  Chinese  (Mandarin,  Cantonese,  other) 

1 

2 

3 

4 

5 

2.6  Reading  in  Chinese 

1 

2 

3 

4 

5 

2.7  Writing  in  Chinese 

1 

2 

3 

4 

5 

3.  What  kind  of  language(s)  do  you  usually  use 


Only 

Chinese 

Mostly 

Chinese 

P&fl 

3.1  With  most  of  your  friends 

1 

2 

3 

4 

5 

3.2  With  most  of  your  neighbors 

1 

2 

3 

4 

5 

3.3  At  family  gatherings 

1 

2 

3 

4 

5 

4.  Think  for  a  moment  about  your 


Only 

Chinese 

Mostly 

Chinese 

Chinese  & 
Americans 

Mostly 

Americans 

Only 

Americans 

4.1  Close  friends  you  see  nearly  every 
day.  You  would  say  that  they  are. . . 

1 

2 

3 

4 

5 

4.2  Nearby  neighbors  you  see  nearly 
every  day.  You  would  say  that  they 
are... 

1 

2 

3 

4 

5 
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SECTION  IV  Cancer  Knowledge  and  Screening  Experience 

This  section  asks  about  your  opinions  about  cancer  and  experiences  with  and  opinions  of  several 
screening  tests  for  breast,  cervical,  and  colorectal  cancers.  I  will  describe  each  of  the  tests  to  you 
before  asking  questions  about  the  test,  so  you  can  get  familiar  to  what  test  we  are  talking  about. 


[Cancer  knowledge]  ( NHIS ,  1992 ) 

1.  Do  you  think  [RISK  FACTOR]  is  a  risk  factor  for  [CANCER  NAME]? 
[CIRCLE  ONE  RESPONSE] 


Cancer 

Low  fiber  diet 

Smoking 

Exercise 

Breast 

Yes/No/DK 

Yes/No/DK 

Yes/No/DK 

Yes/No/DK 

Yes/No/DK 

Yes/No/DK 

Cervical 

Yes/No/DK 

Yes/No/DK 

Yes/No/DK 

Yes/No/DK 

Yes/No/DK 

Yes/No/DK 

Colorectal 

Yes/No/DK 

Yes/No/DK 

Yes/No/DK 

Yes/No/DK 

Yes/No/DK 

Yes/No/DK 

[Code:  Yes=l,  No=0] 


1.1  Do  you  think  having  multiple  sexual  partners  is  a  risk  factor  for  Cervical  Cancer? 


Yes . 01 

No . 02 

Don’t  know/Unsure . 888 

Refused  to  answer . 999 


[Perceived  risk] 

2.  How  likely  do  you  think  it  is  that  you  will  get  [CANCER  NAME]  in  your  lifetime?  Do  you 
think  it  is  very  unlikely,  somewhat  unlikely,  somewhat  likely,  or  very  likely? 


Cancer 

■irnnrom 

1 .  wMH 

m 

Breast 

l 

2 

3 

4 

Cervical 

l 

2 

3 

4 

Colorectal 

l 

2 

3 

4 

3.  Compared  to  most  women  your  age,  what  do  you  think  the  chances  are  that  you  will  get 
[CANCER  NAME]  someday?  Do  you  think  your  chances  are  much  lower,  somewhat  lower,  the 
same,  somewhat  higher,  or  much  higher  than  most  women  your  age? 


Cancer 

Much 

Lower 

Somewhat 

Lower 

The  Same 

Somewhat 

Higher 

Breast 

1 

2 

3 

4 

5 

Cervical 

1 

2 

3 

4 

5 

Colorectal 

1 

2 

3 

4 

5 
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[Worries  and  fear]  ( Schwartz ,  1995) 

4.  Overall,  how  worried  are  you  that  you  might  get  [CANCER  NAME]  someday?  Would  you 
say  that  you  are: 


Cancer 

Not  worried 

Somewhat 

Worried 

Verv  worried 

Breast 

1 

2 

3 

4 

Cervical 

1 

2 

3 

4 

Colorectal 

1 

2 

3 

4 

5.  During  last  year,  how  often  have  you  thought  about  your  own  chances  of  getting  [Cancer 
Name]?  Would  you  say...  [READ  LIST] 


Cancer 

Not  at  all 
or  rarely 

Sometimes 

Often 

A  lot 

Breast 

1 

2 

3 

4 

Cervical 

1 

2 

3 

4 

Colorectal 

1 

2 

3 

4 

[MAMMOGRAPHY] 

6.  Have  you  ever  had  a  mammogram?  To  clarify,  a  mammogram  is  an  x-ray  taken  of  the  breasts 
by  a  machine  that  squeezes  the  breasts.  This  x-ray  takes  a  picture  of  the  breasts  to  check  for 


early  breast  cancer. 

Yes . 01 

No  (Skip  to  7) . 02 

Don’t  know/  Unsure . 888 

Refused  to  answer . 999 


6.1  How  many  mammograms  have  you  had  since  you  were  50  years  old? 
_ mammograms 

6.2  When  was  your  most  recent  mammogram? 


Less  than  1  year  ago . 01 

1  to  2  years  ago . 02 

More  than  2  years  ago . 03 

Don’t  know/  Unsure . 888 

Refused  to  answer . 999 


6.3  Did  you  go  for  your  last  mammogram  because  of  a  lump  or  specific  breast  problem, 
or  for  a  routine  checkup? 

Routine  checkup . 01 

Health-related  reason . 02 

6.4  When  did  you  get  another  mammogram  before  this  most  recent  mammogram? 

Less  than  1  year  prior  to  my  last  mammogram . 01 

1  to  2  years  prior  to  my  last  mammogram . 02 

More  than  2  years  prior  to  my  last  mammogram . 03 


Baseline  survey,  Page  16 
P.1,:  Liang,  Wenchi,  Ph.D. 


I  only  had  one  mammogram  before . Ill 

Don’t  know/  Unsure . 888 

Refused  to  answer . 999 

[Skip  to  8] 


7.  Have  you  ever  heard  about  mammograms? 


Yes . 01 

No  (skip  to  8) . 02 


7.1  Why  don’t  you  go  for  a  mammogram  before? _ 

8.  How  often  do  you  think  women  your  age  should  have  a  mammogram? 


Once  a  year . 01 

Every  1-2  years . 02 

Other . 03 

Don’t  know/Unsure . 888 

Refused  to  answer . 999 


9.  Some  women  are  planning  to  have  a  mammogram  in  the  future  and  some  women  are  not. 
Do  you  plan  to  have  a  mammogram  in  the  next  year? 


Yes . 01 

No . 02 

Don’t  know/Unsure . 888 

Refused  to  answer . 999 


[PAP  SMEAR] 

10.  Have  you  ever  had  a  Pap  smear?  To  clarify,  a  Pap  smear  is  a  test  in  which  you  lie  on  a  table 
with  your  feet  in  the  stirrups,  and  the  doctor  or  nurse  examines  the  female  internal  organs  by 
taking  a  swab  of  the  cervix  and  sending  a  cell  sample  to  the  lab. 


Yes . 01 

No  (Skip  to  11) . 02 

10.1  How  many  Pap  smears  have  you  had  in  your  lifetime?  _ Pap  smears 

10.2  When  was  your  most  recent  Pap  smear? 

Less  than  1  year  age . 01 

1  to  3  years  ago . 02 

More  than  3  years  ago . 03 

Don’t  know/  Unsure . 888 

Refused  to  answer . 999 


10.3  Did  you  go  for  your  last  Pap  smear  because  of  a  health-related  reason  (e.g. 
bleeding,  pain,  discharge,  or  infection),  or  as  part  of  the  routine  checkup? 


Routine  checkup 


01 


Health-related  reason 
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...02 


10.4  When  did  you  get  another  Pap  smear  before  this  most  recent  Pap  smear? 


Less  than  1  year  prior  to  my  last  Pap  smear . 01 

1  to  2  years  prior  to  my  last  Pap  smear . 02 

2  to  3  years  prior  to  my  Pap  smear . 03 

More  than  3  years  prior  to  my  Pap  smear . 04 

I  only  had  one  Pap  smear  before . 777 

Don’t  know/  Unsure . 888 

Refused  to  answer . 999 


[Skip  to  12] 

11.  Have  you  ever  heard  about  Pap  smear? 


Yes . 01 

No  (skip  to  12) . 02 


11.1  Why  don’t  you  go  for  a  Pap  smear  before? _ 

12.  How  often  do  you  think  women  your  age  should  have  a  Pap  smear? 


Once  a  year . 01 

Every  1-2  years . 02 

Other . 03 

Don’t  know/Unsure . 888 

Refused  to  answer . 999 


13.  Some  women  are  planning  to  have  a  Pap  smear  in  the  future  and  some  women  are  not. 
Do  you  plan  to  have  a  Pap  smear  in  the  next  1-3  years? 


Yes . 01 

No . 02 

Don’t  know/Unsure . 888 

Refused  to  answer . 999 


[FOBT] 

14.  Have  you  ever  had  a  blood  stool  test?  The  blood  stool  test  checks  for  blood  that  one  cannot 
see  in  the  stools  or  bowel  movement.  There  are  two  ways  to  do  this.  First,  a  doctor  or  nurse 
wearing  a  glove,  puts  a  finger  in  a  patient’s  rectum,  and  gets  a  stool  sample,  which  is  placed 
on  a  small  slide.  Or,  instead,  a  patient  can  take  samples  from  his/her  stool  after  going  to  the 
bathroom,  and  put  them  on  small  cards  provided  by  a  doctor.  After  collecting  3  days  of  the 


stool  samples,  the  patients  return  them  to  the  doctor  for  testing. 

Yes . 01 

No  (Skip  to  15) . 02 

14.1  How  many  blood  stool  tests  have  you  had  in  your  lifetime?  _ FOBTs 
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14.2  When  was  your  most  recent  blood  stool  test? 

Less  than  1  year  age . . . 01 

1  to  2  years  ago . 02 

More  than  2  years  ago . 03 

Don’t  know/  Unsure . 888 

Refused  to  answer9 . 999 

14.3  Did  you  go  for  your  last  blood  stool  test  because  of  a  health-related  reason,  or  as 
part  of  a  routine  checkup? 

Routine  checkup . 01 

Health-related  reason . 02 

14.4  When  did  you  get  another  blood  stool  test  before  this  most  recent  blood  stool  test? 

Less  than  1  year  prior  to  my  last  blood  stool  test . 01 

1  to  2  years  prior  to  my  last  blood  stool  test . 02 

More  than  2  years  prior  to  my  last  blood  stool  test . 03 

I  only  had  one  blood  stool  test  before . 777 

Don’t  know/  Unsure . 888 

Refused  to  answer . 999 

[Skip  to  16] 

15.  Have  you  ever  heard  about  a  blood  stool  test? 

Yes . 01 

No  (skip  to  16) . 02 

15.1  Why  don’t  you  go  for  a  blood  stool  test  before? _ 

16.  How  often  do  you  think  women  your  age  should  have  a  blood  stool  test? 

Once  a  year . 01 

Every  1-2  years . 02 

Other . 03 

Don’t  know/Unsure . 888 

Refused  to  answer . 999 

17.  Some  women  are  planning  to  have  a  blood  stool  test  in  the  future  and  some  women  are  not. 
Do  you  plan  to  have  a  blood  stool  test  in  the  next  year? 

Yes . 01 

No . 02 

Don’t  know/Unsure . 888 

Refused  to  answer . 999 
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[FLEXIBLE  SIGMOIDOSCOPY] 

18.  Have  you  ever  had  a  flexible  sigmoidoscopy?  To  clarify,  a  flexible  sigmoidoscopy  is  done 
by  inserting  a  scope  into  your  lower  part  of  your  colon  to  check  for  cancerous  lesions. 

Yes . 01 

No  (Skip  to  19) . 02 

18.1  When  was  your  most  recent  flexible  sigmoidoscopy? 

Less  than  1  year  ago . 01 

1  to  2  years  ago . 02 

2  to  3  years  ago . 03 

3  to  4  years  ago . 04 

4  to  5  years  ago . 05 

5  years  ago . 06 

More  than  5  years  ago . 07 

Don’t  know/Unsure . 888 

Refused  to  answer . 999 

18.2  Did  you  go  for  your  last  flexible  sigmoidoscopy  test  because  of  a  health-related 
reason,  or  as  part  of  a  routine  checkup? 

Routine  checkup . 01 

Health-related  reason . 02 

[Skip  to  20] 

19.  Have  you  ever  heard  about  a  flexible  sigmoidoscopy? 

Yes . 01 

No  (skip  to  20) . 02 

19.1  Why  don’t  you  go  for  a  flexible  sigmoidoscopy  before? 


20.  How  often  do  you  think  women  your  age  should  have  a  flexible  sigmoidoscopy? 

Every  5  years . 01 

Other . 02 

Don’t  know/Unsure . : . 888 

Refused  to  answer . 999 

21.  Some  women  are  planning  to  have  a  flexible  sigmoidoscopy  in  the  future  and  some  women 
are  not.  Do  you  plan  to  have  a  flexible  sigmoidoscopy  in  the  next  five  years? 

Yes . 01 

No . 02 

Don  ’  t  know/Unsure . 888 

Refused  to  answer . 999 
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[COLONOSCOPY] 

22.  Have  you  ever  had  a  colonoscopy?  To  clarify,  a  colonoscopy  is  done  by  inserting  a  scope 
into  your  colon  to  check  for  cancerous  lesions.  This  test  involves  taking  medicine  so  you 
have  no  pain.  The  tube  looks  at  the  whole  colon,  but  sigmoidoscopy  looks  at  the  bottom  half 
of  the  colon. 

Yes . . 01 

No  (Skip  to  23) . 02 

22. 1  When  was  your  most  recent  colonoscopy? 

Within  the  last  10  years . 01 

More  than  10  years  ago . 02 

Don’t  know/Unsure . 888 

Refused  to  answer . 999 

22.2  Did  you  go  for  your  last  colonoscopy  test  because  of  a  health-related  reason,  or  as 
part  of  a  routine  checkup? 

Routine  checkup . 01 

Health-related  reason . 02 

[Skip  to  24] 

23.  Have  you  ever  heard  about  a  colonoscopy? 

Yes . 01 

No  (skip  to  24) . 02 

23.1  Why  don’t  you  go  for  a  colonoscopy  before? _ 

24.  How  often  do  you  think  women  your  age  should  have  a  colonoscopy? 

Every  10  years . 01 

Other . . 02 

Don’t  know/Unsure . 888 

Refused  to  answer . 999 

25.  Some  women  are  planning  to  have  a  colonoscopy  in  the  future  and  some  women  are  not. 

Do  you  plan  to  have  a  colonoscopy  in  the  next  ten  years? 

Yes . 01 

No . 02 

Don’t  know/Unsure . 888 

Refused  to  answer . 999 
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26.  The  following  statements  are  opinions  about  cancer  screenings  other  women  your  age  may 
have.  Please  tell  me  if  you  strongly  agree,  agree,  disagree,  strongly  disagree,  or  are  neutral 
to  each  of  the  statements.  [ Rakowski ,  1997] 


Statements 

SA 

A 

N 

DA 

SD 

Unknown 

26. 1 1  would  be  more  likely  to  go  for  cancer  screening  if  my 
doctor  told  me  how  important  it  was. 

1 

2 

3 

H 

5 

6 

26.2  Regular  cancer  screening  gives  you  peace  of  mind  about 
your  health. 

1 

2 

3 

H 

5 

6 

26.3 1  worry  that  cancer  screening  has  a  high  chance  of  leading 
to  surgery  that  is  not  needed. 

1 

2 

3 

H 

5 

6 

26.4  Cancer  screening  is  necessary  even  when  there  is  no 
history  of  cancer  in  a  family. 

1 

2 

3 

H 

5 

6 

26.5 1  would  probably  not  have  cancer  screening  if  my  doctor 
seemed  to  doubt  that  I  really  needed  one. 

1 

2 

3 

H 

5 

6 

26.6  If  cancer  screening  finds  something,  then  whatever  is 
there  will  be  too  far  along  to  do  anything. 

1 

2 

3 

H 

5 

6 

26. 7  If  I  eat  a  healthy  diet,  I  will  lower  my  risk  of  getting 
cancer  far  enough  that  I  probably  do  not  need  to  go  for  cancer 
screening. 

1 

2 

3 

■ 

5 

6 

26.8  Cancer  screening  is  not  important  for  a  woman  my  age. 

1 

2 

3 

mm 

5 

6 

26.9  Once  you  have  a  couple  of  cancer  screening  results  that 
are  normal,  you  don’t  need  to  have  any  more  for  a  few  years. 

1 

2 

3 

H 

5 

6 

26.10 1  would  probably  not  go  for  cancer  screening  unless  I 
had  some  symptoms  or  discomfort. 

1 

2 

3 

H 

5 

6 

26.11  Cancer  screening  finds  cancer  at  a  point  when  it  is  more 
likely  to  be  cured. 

1 

2 

3 

H 

5 

6 

26.12  Cancer  screening  is  not  as  important  as  people  say  it  is. 

1 

2 

3 

4 

5 

6 

26.13 1  would  probably  not  have  cancer  screening  unless  I  got 
a  reminder  from  my  doctor. 

1 

2 

3 

H 

5 

6 

26.14  Having  a  mammogram  every  year  or  two  will  give  me  a 
feeling  of  control  over  my  health. 

1 

2 

3 

II 

5 

6 

26.15  If  I  have  a  breast  exam  from  a  doctor  or  nurse,  I  don’t 
need  to  have  a  mammogram. 

1 

2 

3 

H 

5 

6 

26.16  Mammograms  are  most  helpful  when  you  have  one 
every  year  or  two. 

1 

2 

3 

II 

5 

6 

26.17  A.  Pap  test  can  be  done  so  quickly  that  it  is  not  a  bother 
to  have  one. 

1 

2 

3 

H 

5 

6 

26.18  A  Pap  test  can  find  a  problem  even  before  it  develops 
into  cancer. 

1 

2 

3 

H 

5 

6 

26.19  Pap  test  results  cannot  be  trusted  because  some  labs  that 
do  the  tests  are  better  than  others. 

1 

2 

3 

H 

5 

6 

26.20  A  Pap  test  is  most  helpful  when  you  have  one  every  year 
or  two. 

1 

2 

3 

H 

5 

6 

26.21  Women  who  reach  menopause  do  not  need  Pap  tests 
very  often. 

1 

2 

3 

H 

5 

6 

26.22  After  women  stop  having  children  they  do  not  need  Pap 
tests. 

1 

2 

3 

4 

5 

6 
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26.23.  A  blood  stool  test  involves  a  series  of  unpleasant 
procedures  that  I  have  to  do  myself. 

1 

2 

3 

H 

5 

6 

SA=Strongly  agree;  A=Agree;  N=Neutral;  DA=Disagree;  SD=Strongly  disagree. 
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SECTION  VI  Smoking 

1.  Have  you  ever  smoked  before? 

Yes  . 01 

No  [SKIP  TO  2] . 02 

1.1  Do  you  smoke  now? 

Yes . 01 

No  [SKIP  TO  2] . 02 

1.2.  Have  you  ever  tried  to  quit  smoking  or  thought  about  quitting  smoking? 

I  tried  to  quit  smoking  before . 01 

I  thought  about  quitting  smoking  before  . 02 

No . 03 

2.  [Not  including  yourself],  how  many  people  smoke  in  your  family? _ persons 

3.  Who  are  they?  [Check  all  that  apply] 

YES  NO 

Father . 1  2 

Mother . 1  2 

Husband  . 1  2 

Sons . 1  2 

Daughters  . 1  2 

Grandsons . 1  2 

Granddaughters . 1  2 

Other,  Specify _ 


4.  Do  you  think  that  he/she/they  would  listen  to  you  about  getting  information  on  ways  to 
quit  smoking? 
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Thank  you  very  much  for  taking  your  time  completing  this  survey.  Your  answers  will  provide 
valuable  information  about  Chinese  American  women’s  health  and  health  care.  You  will  receive 
cancer  educational  materials  we  developed  for  you  in  2-4  weeks.  We  will  call  you  1-2  weeks 
after  you  receive  and  read  the  materials  to  ask  about  your  opinions  about  these  materials.  In 
addition,  we  will  continue  to  mail  you  health-related  information  and  contact  you  for  a  final 
interview  in  1-2  years.  Please  tell  me  your  contact  information: 

Name:  _ 

Address: _ 


City _ -  State _  Zip _ 

Telephone:  (  ) _ 

Could  you  tell  us  another  one  or  two  addresses  and  phone  numbers  of  your  relatives  or  friends 
who  may  know  where  you  are  if  we  cannot  get  hold  of  you? 

PERSON  1: 

Name: _  Relationship: _ 

Address: _ 

City _  State _  Zip _ 

Telephone:  (  ) _ 


It  has  been  very  pleasant  talking  to  you.  I  will  contact  you  in  the  next  1  to  2  months.  If  you  have 
any  questions  regarding  this  study  and  your  participation,  please  contact  Ms.  Mei-yu  Chen  at 
Georgetown  University;  her  work  number  is  (202)  687-0155.  Thanks.  Bye. 
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Telephone  Call  Tracking  Sheet 
Multiple  tries: 


Date 

Time  1 

Time  2 

Time  3 

Time  4 

Interviewer 

/  / 

■ 

B 

■ 

B 

B 

B 

N 

N 

IHKnl 

N 

N 

/  / 

■B 

B 

BE3 

B 

BBS 

B 

BB3 

B 

N 

N 

N 

HH^KEri 

N 

/  / 

BBS 

B 

B 

BBSS 

B 

BB3 

B 

N 

N 

N 

IESM33!! 

N 

/  / 

BBS! 

B 

■B 

B 

BE3 

B 

BBS! 

B 

N 

N 

1 

N 

N 

/  / 

BBS3 

B 

bb 

B 

BBS 

B 

BBS 

B 

N 

N 

■HKSl 

N 

hhibiss 

N 

B=Line  busy;  N=No  answer. 


Appointments: 


Date 

Time 

Call  back  date 

Call  back  time 

Interviewer 

/  / 

/  / 

am/pm 

/  / 

FINAL  DISPOSITION: _  (1 -Completed;  2-Not  able  to  contact; 

3-Wrong  number;  4-Refusal) 

DATE: _ / _ / 20 _ 


INTERVIEWER: 


— * 
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1.  0^?  _ 

2. 


MM . 01 

AM . 02 

3. 

. oi 
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. 05 
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. 07 

4.  _ A 
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. 05 
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. 999 


A. 
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01 
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$10,001  -  $20,000  7G . 03 

$20,001  -  $30,000  tg . 04 

$30, 001  -  $40, 000  to . 05 
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[1 mim]  ( Lee ,  1996 ) 
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IMPACT  OF  CULTURE  ON  CANCER  SCREENING 
IN  CHINESE  WOMEN 

FOLLOW-UP  SURVEY 

Georgetown  University 


Subject  ID# _ 

Introduction 

Hello,  Mrs.  [SUBJECT].  I  am  [INTERVIEWER],  calling  from  Georgetown  University  for  the 
project  on  Chinese  American  women’s  cancer  education.  The  purpose  of  this  phone  call  is  to 
know  what  you  think  about  the  Chinese  language  educational  materials  that  we  sent  to  you  a 
couple  weeks  ago.  Your  opinions  will  be  used  to  improve  these  materials,  which  will  benefit 
other  Chinese  American  women  your  age.  The  interview  will  last  for  about  15-20  minutes,  and 
all  the  information  you  give  us  will  be  kept  confidential.  Do  you  have  time  now? 

[If  NO]  May  I  set  up  an  appointment  with  you  to  call  you  back  for  this  interview? 

[Record  the  appointment  date  and  time  in  the  table.] 


Appointments: 


Date 

Time 

Spoke  with 

Call  back 
date 

Call  back 
time 

Interviewer 

/  / 

am/pm 

am/pm 

/  / 

am/pm 

am/pm 

/  / 

am/pm 

am/pm 

[If  YES]  Do  you  have  any  questions  before  we  start?  [If  NO,  continue  onto  the  next  page.] 

REMINDER:  Code  “777”  for  non-applicable  questions;  “888”  for  “Don’t  know/Unsure,”  and  “999” 
for  “Do  not  want  to  answer/Refusal.” 
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Telephone  Call  Tracking  Sheet 
Multiple  tries: 


Date 

Time  1 

Time  2 

Time  3 

Time  4 

Interviewer 

/  / 

B 

mgmsi 

B 

K| 

B 

E3 

B 

N 

V . 

N 

N 

N 

/  / 

HB| 

B 

■eg 

B 

HI 

B 

hksi 

B 

N 

N 

N 

N 

/  / 

■i 

B 

Kg 

B 

HQ 

B 

HH3 

B 

■■■SHI 

N 

N 

■■m 

N 

N 

/  / 

HHSI 

B 

HI 

B 

hhb 

B 

HH3 

B 

N 

N 

N 

N 

/  / 

MQ 

B 

«HS| 

B 

HESS 

B 

HO 

B 

N 

mum 

N 

N 

m 

N 

B=Line  busy;  N=No  answer. 


FINAL  DISPOSITION: _  (1 -Completed;  2-Not  able  to  contact;  3-Wrong  number) 

DATE: _ / _ / 20 _ 

INTERVIEWER:  _ 
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SECTION  I  Evaluation  of  the  Mailing  of  the  Educational  Materials 


Let  us  start  with  the  educational  materials  that  we  sent  to  you  by  mail  a  couple  weeks  ago. 
1 .  Have  you  received  the  Chinese  language  educational  materials? 


Yes  (Skip  to  2) . 01 

No . 02 


1 .1 .  We  are  sorry  that  you  did  not  get  the  materials. 

May  I  ask  whether  your  mailing  address  is  [READ  MAILING  ADDRESS]? 

[RECODE] 

Correct  address . 01 

Incorrect  address  (STOP;  Go  to  "Offer  a  second  mailing") ...  02 


1 .2.  Do  you  have  any  ideas  why  you  did  not  receive  this  package?  (Explore  other  ways 
the  materials  can  reach  the  participant.  Mail  it  again  if  necessary) 


2.  Do  you  think  mailing  you  these  materials  is  a  good  way  to  provide  you  information  with 
cancer  and  cancer  screening?  Please  let  us  know  for  any  suggestions  that  you  may  have  about 
this  method. 


****************************************************************************** 

[Offer  a  second  mailing] 

Mrs.  [Name],  for  some  reasons  we  did  not  have  your  correct  mailing  address.  However,  we  will 
be  very  happy  to  mail  you  another  sets  of  Chinese  cancer  screening  materials.  Could  you 
please  tell  me  your  current  mailing  address? 

Name: _  Relationship: _ 

Address: _ 


City _  State _  Zip _ 

Telephone:  (  ) _ 

Thank  you  very  much.  We'll  mail  out  the  materials  in  a  few  days.  After  you  review  these 
materials,  we'll  contact  you  again  in  one  or  two  weeks  to  ask  about  your  opinions  about  these 
materials.  Bye-Bye. 

Note:  If  the  participant  cannot  spell  the  address  in  English:  Ask  whether  someone  in  the  house 
can  help  out.  Offer  to  call  back  to  speak  to  whoever  is  capable  of  providing  the  participant's 
address. 
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SECTION  II  Evaluation  of  Cancer  Screening  Educational  Materials 

Now,  I  would  like  to  ask  for  your  opinions  regarding  the  educational  materials.  The  opinions  you 
share  will  not  involve  right  or  wrong  answers.  Your  opinions  are  the  most  useful  and  helpful 
information  for  us  to  improve  the  materials. 

1 .  What  did  you  think  the  topics  of  these  materials  were  about? 

2.  Do  you  think  these  materials  provide  you  enough  information  about  how  to  prevent  breast, 
cervical,  and  colorectal  cancers? 

Yes.  Comments: _ 

No.  Reasons: _ 

3.  Is  there  anything  you  didn’t  understand?  Please  tell  me  which  part  and  why  you  didn’t 
understand. 

Yes . 1 

Breast  Cancer _ 

Cervical  Cancer _ 

Colorectal  Cancer _ 

No . 2 

4.  Did  you  have  any  opinions  about  reading  these  educational  materials  regarding  the  font, 
content,  color,  pictures,  and  length  of  the  materials.  We  will  ask  you  one  by  one.  Please 
share  your  opinions  with  us. 

Font _ 

Content _ 

Color _ 


Pictures  (including  graphics) 
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5.  What  did  you  like  most  about  these  educational  materials? 

6.  What  did  you  like  least  about  these  educational  materials? 

7.  What  are  the  things  in  the  materials  you  would  like  to  add  or  delete? 

Add: _ 

Delete: _ 

8.  Do  you  think  that  these  educational  materials  reflect  any  Chinese  thoughts  you  can  identify 
with? 


Yes . 01 

No . 02 


8.1 .  Please  tell  us  why  you  think  so.  (Please  give  one  or  two  examples  such  as 
sentences  and/or  pictures) 


9.  Would  you  read  these  materials  whenever  you  need  information  about  breast,  cervical,  and 
colorectal  cancer  ? 


Yes . 01 

No  (To  9.1) . 02 


9.1  Please  explain: _ 

10.  Would  you  recommend  that  your  friends  and  family  read  these  materials? 


Yes 

No.. 


01 

02 
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1 1 .  Compare  to  other  cancer  materials  you  read  before,  do  you  think  the  materials  we  designed 
will  better  help  you  to  be  aware  of  cancer? 


Yes . 01 

No . 02 


12.  Overall,  how  useful  do  you  think  these  materials  would  be  to  other  Chinese  American 
women  like  you?  [READ  CATEGORIES] 


Extremely  useful . 01 

Very  useful . 02 

Somewhat  useful . 03 

Not  very  useful . 04 

Not  useful  at  all . 05 
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SECTION  III  Cancer  Knowledge  and  Screening  Experience 

This  section  asks  about  your  opinions  about  cancer  and  experiences  with  and  opinions 
of  several  screening  tests  for  breast,  cervical,  and  colorectal  cancers. 

[Cancer  knowledge]  ( NHIS ,  1992) 

1 .  Do  you  think  [RISK  FACTOR]  is  a  risk  factor  for  [CANCER  NAME]? 

[CIRCLE  ONE  RESPONSE] 


Cancer 

High  fat  diet 

Low  fiber  diet 

Smoking 

Family  history 

Exercise 

Breast 

Yes/No/DK 

Yes/No/DK 

Yes/No/DK 

Yes/No/DK 

Yes/No/DK 

Yes/No/DK 

Cervical 

Yes/No/DK 

Yes/No/DK 

Yes/No/DK 

Yes/No/DK 

Yes/No/DK 

Yes/No/DK 

Colorectal 

Yes/No/DK 

Yes/No/DK 

Yes/No/DK 

Yes/No/DK 

Yes/No/DK 

Yes/No/DK 

Code:  Yes=1 ,  No=0] 


1 .1  Do  you  think  having  multiple  sexual  partners  is  a  risk  factor  for  Cervical 
Cancer? 


Yes . 01 

No . 02 

Don’t  know/Unsure . 888 

Refused  to  answer . 999 


2.  The  following  statements  are  opinions  about  cancer  screenings  other  women  your 
age  may  have.  Please  tell  me  if  you  strongly  agree,  agree,  disagree,  strongly 
disagree,  or  are  neutral  to  each  of  the  statements.  [Rakowski,  1997\ 


Statements 

SA 

H 

N 

DA 

s 

D 

Unknown 

2. 1 1  would  be  more  likely  to  go  for  cancer  screening  if 
my  doctor  told  me  how  important  it  was. 

1 

2 

3 

H 

5 

6 

2.2  Regular  cancer  screening  gives  you  peace  of  mind 
about  your  health. 

1 

2 

3 

H 

5 

6 

2.3 1  worry  that  cancer  screening  has  a  high  chance  of 
leading  to  surgery  that  is  not  needed. 

1 

2 

3 

H 

5 

6 

2.4  Cancer  screening  is  necessary  even  when  there  is 
no  history  of  cancer  in  a  family. 

1 

2 

3 

H 

5 

6 

2.5 1  would  probably  not  have  cancer  screening  if  my 
doctor  seemed  to  doubt  that  I  really  needed  one. 

1 

2 

3 

5 

6 

2.6  If  cancer  screening  finds  something,  then  whatever  is 
there  will  be  too  far  along  to  do  anything. 

1 

2 

3 

H 

5 

6 

2.7 If  1  eat  a  healthy  diet,  1  will  lower  my  risk  of  getting 
cancer  far  enough  that  1  probably  do  not  need  to  go  for 
cancer  screening. 

1 

2 

3 

■ 

5 

6 

2.8  Cancer  screening  is  not  important  for  a  woman  my 
age. 

1 

2 

3 

5 

6 
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2.9  Once  you  have  a  couple  of  cancer  screening  results 
that  are  normal,  you  don’t  need  to  have  any  more  for  a 
few  years. 

1 

2 

3 

■ 

5 

6 

2. 10 1  would  probably  not  go  for  cancer  screening  unless 

1  had  some  symptoms  or  discomfort. 

1 

2 

3 

H 

5 

6 

2.11  Cancer  screening  finds  cancer  at  a  point  when  it  is 
more  likely  to  be  cured. 

1 

2 

3 

H 

5 

6 

2. 12  Cancer  screening  is  not  as  important  as  people  say 
it  is. 

1 

2 

3 

H 

5 

6 

2. 13 1  would  probably  not  have  cancer  screening  unless  1 
got  a  reminder  from  my  doctor. 

1 

2 

3 

5 

6 

2. 14  Having  a  mammogram  every  year  or  two  will  give 
me  a  feeling  of  control  over  my  health. 

1 

2 

3 

H 

5 

6 

2. 15  If  1  have  a  breast  exam  from  a  doctor  or  nurse,  1 
don’t  need  to  have  a  mammogram. 

1 

2 

3 

H 

5 

6 

2. 16  Mammograms  are  most  helpful  when  you  have  one 
every  year  or  two. 

1 

2 

3 

H 

5 

6 

2.17  A  Pap  test  can  be  done  so  quickly  that  it  is  not  a 
bother  to  have  one. 

1 

2 

3 

H 

5 

6 

2. 18  A  Pap  test  can  find  a  problem  even  before  it 
develops  into  cancer. 

1 

2 

3 

H 

5 

6 

2. 19  Pap  test  results  cannot  be  trusted  because  some 
labs  that  do  the  tests  are  better  than  others. 

1 

2 

3 

H 

5 

6 

2.20  A  Pap  test  is  most  helpful  when  you  have  one  every 
year  or  two. 

1 

2 

3 

H 

5 

6 

2.21  Women  who  reach  menopause  do  not  need  Pap 
tests  very  often. 

1 

2 

3 

H 

5 

6 

2.22  After  women  stop  having  children  they  do  not  need 
Pap  tests. 

1 

2 

3 

H 

5 

6 

2.23.  A  blood  stool  test  involves  a  series  of  unpleasant 
procedures  that  1  have  to  do  myself. 

1 

2 

3 

H 

5 

6 

SA=Strongly  agree;  A=Agree;  N=Neutral;  DA=Disagree;  SD=Strongly  disagree. 


3.  How  often  do  you  think  women  your  age  should  have  a  mammogram? 


Recall  correctly  (Once  a  year) . 01 

Recall  incorrectly . 02 

4.  How  often  do  you  think  women  your  age  should  have  a  Pap  smear? 

Recall  correctly  (Once  a  year) . 01 

Recall  incorrectly . 02 


5.  How  often  do  you  think  women  your  age  should  have  a  blood  stool  test? 


Recall  correctly  (Once  a  year) 
Recall  incorrectly . 


01 

02 
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6.  How  often  do  you  think  women  your  age  should  have  a  flexible  sigmoidoscopy? 


Recall  correctly  (Once  a  year) . 01 

Recall  incorrectly . . . 02 


7.  How  often  do  you  think  women  your  age  should  have  a  colonoscopy? 


Recall  correctly  (Once  a  year) . 01 

Recall  incorrectly . . 02 
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Section  IV  Cancer  Screening  Experience  /  Future  Screening  Intentions 

The  following  questions  ask  about  your  experience  in  cancer  screening. 

[MAMMOGRAPHY] 

1 .  Do  you  plan  to  have  a  mammogram  in  the  next  year? 


Yes  (To  1.1.) . 01 

No  (To  1.3.) . 02 

1.1.  Would  you  say  that  your  decision  to  have  a  mammogram  in  the  next  year  was 
made  after  reading  the  educational  materials  we  gave  you? 

Yes  (To  2) . 01 

No . 02 


1 .2.  What  are  other  factors,  such  as  information  from  the  doctor’s  office,  contributing  to 
your  decision  to  have  a  mammogram  in  the  next  year?  [Check  all  that  apply] 


Doctor’s  recommendation . 01 

Having  being  regularly  getting  screening  . 02 

Family  members’  encouragement . 03 

Information  from  newspapers,  magazines . 04 

Encouragement  from  friends . 05 

Insurance  coverage . 06 

Family  history  . 07 

Existing  disease  . 08 

Other,  specify: . 09 


1 .3.  What  are  your  reasons  for  not  planning  to  have  a  mammogram?  [Check  all  that 


apply] 

Lack  of  transportation . 01 

Difficulty  in  getting  an  appointment . 02 

Language  barrier  (hard  to  find  a  doctor  speaking  Chinese).  03 

No  time . 04 

No  paid  leave . 05 

My  doctor  did  not  recommend . 06 

I  don’t  think  I  will  get  breast  cancer . 07 

I’m  too  old  for  it . 08 

I  had  previous  negative  results . 09 

It’s  embarrassing . 10 

Lack  of  a  babysitter . 1 1 

No  or  only  partial  insurance  coverage . 12 

Too  much  paperwork . 13 

Long  waiting  time . 14 

Unpleasant  prior  experience . 15 

Too  many  restrictions  (diet) . 16 

Other,  specifiy; . 17 
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[PAP  SMEAR] 

2.  Do  you  plan  to  have  a  Pap  test  in  the  next  year? 


Yes  (To  2.1.) . 01 

No  (To  2.3.) . 02 

2.1 .  Would  you  say  that  your  decision  to  have  a  Pap  test  in  the  next  year  was  made 
after  reading  the  educational  materials  we  gave  you? 

Yes  (To  3) . 01 

No . 02 


2.2.  What  are  other  factors,  such  as  information  from  the  doctor’s  office,  contributing  to 
your  decision  to  have  a  Pap  test  in  the  next  year?  [Check  all  that  apply] 


Doctor’s  recommendation . 01 

Having  being  regularly  getting  screening  . 02 

Family  members’  encouragement . 03 

Information  from  newspapers,  magazines . 04 

Encouragement  from  friends . 05 

Insurance  coverage . 06 

Family  history  . 07 

Existing  disease  . 08 

Other,  specify: . 09 


2.3.  What  are  your  reasons  for  not  planning  to  have  a  Pap  test?  [Check  all  that  apply] 

Lack  of  transportation . 01 

Difficulty  in  getting  an  appointment . 02 

Language  barrier  (hard  to  find  a  doctor  speaking  Chinese).  03 

No  time . 04 

No  paid  leave . 05 

My  doctor  did  not  recommend . 06 

I  don’t  think  I  will  get  cervical  cancer . 07 

I’m  too  old  for  it . 08 

I  had  previous  negative  results . 09 

It’s  embarrassing . 10 

Lack  of  a  babysitter . 1 1 

No  or  only  partial  insurance  coverage . 12 

Too  much  paperwork . 1 3 

Long  waiting  time . 14 

Unpleasant  prior  experience . 15 

Too  many  restrictions  (diet) . 16 

Other,  specifiy; . 17 


[FOBT] 

3.  Do  you  plan  to  have  a  blood  stool  test  in  the  next  year? 


Yes  (To  3.1.) 
No  (To  3.3.) .. 


01 

02 
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3.1 .  Would  you  say  that  your  decision  to  have  a  blood  stool  test  in  the  next  year  was 
made  after  reading  the  educational  materials  we  gave  you? 

Yes  (To  4) . 01 

No . 02 

3.2.  What  are  other  factors,  such  as  information  from  the  doctor’s  office,  contributing  to 

your  decision  to  have  a  blood  test  in  the  next  year?  [Check  all  that  apply] 

Doctor’s  recommendation . 01 

Having  being  regularly  getting  screening  . 02 

Family  members’  encouragement . . 03 

Information  from  newspapers,  magazines . 04 

Encouragement  from  friends . 05 

Insurance  coverage . 06 

Family  history  . 07 

Existing  disease  . 08 

Other,  specify: . . 09 


3.3.  What  are  your  reasons  for  not  planning  to  have  a  blood  stool  test?  [Check  all  that 
apply] 

Lack  of  transportation . 01 

Difficulty  in  getting  an  appointment . 02 

Language  barrier  (hard  to  find  a  doctor  speaking  Chinese).  03 

No  time . 04 

No  paid  leave . 05 

My  doctor  did  not  recommend . 06 

I  don’t  think  I  will  get  colorectal  cancer . 07 

I’m  too  old  for  it . 08 

I  had  previous  negative  results . 09 

It’s  embarrassing . 10 

Lack  of  a  babysitter . 1 1 

No  or  only  partial  insurance  coverage . 12 

Too  much  paperwork . 13 

Long  waiting  time . 14 

Unpleasant  prior  experience . 15 

Too  many  restrictions  (diet) . 16 

Other,  specifiy; . 17 


[FLEXIBLE  SIGMOIDOSCOPY] 

4.  Do  you  plan  to  have  a  flexible  sigmoidoscopy  in  the  next  year? 

Yes  (To  4.1.) . 01 

No  (To  4.3.) . 02 

4.1 .  Would  you  say  that  your  decision  to  have  a  flexible  sigmoidoscopy  in  the  next  year 
was  made  after  reading  the  educational  materials  we  gave  you? 

Yes  (To  5) . 01 

No . 02 
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4.2.  What  are  other  factors,  such  as  information  from  the  doctor’s  office,  contributing  to 
your  decision  to  have  a  flexible  sigmoidoscopy  in  the  next  year?  [Check  all  that  apply] 

Doctor’s  recommendation . 01 

Having  being  regularly  getting  screening  . 02 

Family  members’  encouragement . 03 

Information  from  newspapers,  magazines . 04 

Encouragement  from  friends . 05 

Insurance  coverage . 06 

Family  history  . 07 

Existing  disease  . 08 

Other,  specify: . 09 


4.3.  What  are  your  reasons  for  not  planning  to  have  a  flexible  sigmoidoscopy?  [Check  all 
that  apply] 

Lack  of  transportation . 01 

Difficulty  in  getting  an  appointment . 02 

Language  barrier  (hard  to  find  a  doctor  speaking  Chinese).  03 

No  time . 04 

No  paid  leave . 05 

My  doctor  did  not  recommend . 06 

I  don’t  think  I  will  get  colorectal  cancer . 07 

I’m  too  old  for  it . 08 

I  had  previous  negative  results . 09 

It’s  embarrassing . 10 

Lack  of  a  babysitter . 1 1 

No  or  only  partial  insurance  coverage . 12 

Too  much  paperwork . 13 

Long  waiting  time . 14 

Unpleasant  prior  experience . 15 

Too  many  restrictions  (diet) . 16 

Other,  specifiy; . 17 


[COLONOSCOPY] 

5.  Do  you  plan  to  have  a  colonoscopy  in  the  next  year? 

Yes  (To  5.1.) . 01 

No  (To  5.3.) . 02 

5.1 .  Would  you  say  that  your  decision  to  have  a  colonoscopy  in  the  next  year  was  made 
after  reading  the  educational  materials  we  gave  you? 

Yes  (To  6) . 01 

No . 02 

5.2.  What  are  other  factors,  such  as  information  from  the  doctor’s  office,  contributing  to 
your  decision  to  have  a  colonoscopy  in  the  next  year?  [Check  all  that  apply] 

Doctor’s  recommendation . 01 

Having  being  regularly  getting  screening  . 02 

Family  members’  encouragement . 03 
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Information  from  newspapers,  magazines . 04 

Encouragement  from  friends . 05 

Insurance  coverage . 06 

Family  history  . 07 

Existing  disease  . 08 

Other,  specify: . 09 


5.3.  What  are  your  reasons  for  not  planning  to  have  a  colonoscopy?  [Check  all  that 


apply] 

Lack  of  transportation . 01 

Difficulty  in  getting  an  appointment . 02 

Language  barrier  (hard  to  find  a  doctor  speaking  Chinese).  03 

No  time . 04 

No  paid  leave . .05 

My  doctor  did  not  recommend . 06 

I  don’t  think  I  will  get  colorectal  cancer . 07 

I’m  too  old  for  it . 08 

I  had  previous  negative  results . 09 

It’s  embarrassing . 10 

Lack  of  a  babysitter . 1 1 

No  or  only  partial  insurance  coverage . 12 

Too  much  paperwork . 13 

Long  waiting  time . 14 

Unpleasant  prior  experience . 15 

Too  many  restrictions  (diet) . 16 

Other,  specif iy; . 17 


6.  Since  our  last  contact,  has  your  health  insurance  coverage  changed? 


Yes . 01 

No  (Go  to  next  section) . . 02 


6.1  What  is  your  health  care  coverage  now?  [Check  all  that  apply] 


Medicare . 01 

Medicaid . 02 

HMO . 03 

Private  insurance . 04 
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SECTION  III  Health  Status 

This  survey  asks  for  your  views  about  your  health.  This  information  will  help  you  keep 
track  of  how  you  feel  and  how  well  you  are  able  to  do  your  usual  activities. 

1 .  Overall,  how  would  you  rate  your  health  in  the  past  year? 


Excellent . 01 

Very  good . 02 

Good . ...03 

Fair . 04 

Poor . 05 

Very  poor . 06 

Don’t  know/Unsure . 888 

Refuse  to  answer . 999 


3.  During  the  past  year,  how  much  did  physical  health  problems  limit  your  usual 
physical  activities  (such  as  walking  or  climbing  stairs)? 


Not  at  all . : . 01 

Very  little . 02 

Somewhat . 03 

Quite  a  lot . 04 

Could  not  do  physical  activities . 05 

Don’t  know/unsure . 888 

Refuse  to  answer . 999 


4.  During  the  past  year,  how  much  difficulty  did  you  have  doing  your  daily  work,  both  at 
home  and  away  from  home,  because  of  your  physical  health? 


Not  at  all . 01 

A  little  bit . 02 

Some . 03 

Quite  a  lot . 04 

Could  not  do  daily  work . 05 

Don’t  know/unsure . 888 

Refuse  to  answer . 999 

5.  How  much  bodily  pain  have  you  had  in  the  past  year? 

None . 01 

Very  mild . 02 

Mild . 03 

Moderate . 04 

Severe . 05 

Very  severe . 06 

Don’t  know/unsure . 888 

Refuse  to  answer . 999 
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6.  During  the  past  year,  how  much  energy  did  you  have? 

Very  much . 01 

Quite  a  lot . 02 

Some . 03 

a  little . 04 

None . 05 

Don’t  know/unsure . 888 

Refuse  to  answer . 999 

7.  During  the  past  year,  how  much  did  your  physical  health  or  emotional  problems  limit  your 
usual  social  activities  with  family  or  friends? 

Not  at  all . 01 

Very  little . 02 

Somewhat . 03 

Quite  a  lot . 04 

Could  not  do  social  activities . 05 

Don’t  know/unsure . 888 

Refuse  to  answer . 999 

8.  During  the  past  year,  how  much  have  your  been  bothered  by  emotional  problems  (such  as 
feeling  anxious,  depressed,  or  irritable)? 

Not  at  all . 01 

Slightly . 02 

Moderately . 03 

Quite  a  lot . 04 

Extremely . 05 

Don’t  know/unsure . 888 

Refuse  to  answer . 999 

9.  During  the  past  year,  how  much  did  personal  or  emotional  problems  keep  you  from  doing 
your  usual  work,  school,  or  other  daily  activities? 

Not  at  all . 01 

Very  little . 02 

Somewhat . 03 

Quite  a  lot . 04 

Could  not  do  daily  work . 05 

Don’t  know/unsure . 888 

Refuse  to  answer . 999 
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Section  IV  Intervention  Strategy  Probe 

1 .  If  we  hold  a  series  of  classes  offering  your  more  information  about  the  risk  of  cancer 
and  how  we  can  prevent  cancer  by  professionals  and  discussion  from  participants, 
would  you  like  to  attend? 


Yes . 01 

No  (go  to  1.1)  . 02 


1.1  Could  we  know  why  you  don’t  like  to  attend? 


2.  Where  would  you  like  the  classes  being  held?  [Check  all  that  apply] 


Community  service  center . 01 

Senior  Center  . 02 

Church . 03 

Home . 04 

Local  school . 05 

The  place  your  work . 06 

Clines . 07 

Don’t  know/unsure . 888 

Refuse  to  answer . 999 


3.  If  we  make  a  video  with  a  soap  opera  format  targeting  issues  on  breast,  cervical,  and 
colorectal  cancers,  would  you  like  to  have  one  to  watch  at  home? 


Yes . 01 

No  (go  to  1.1)  . 02 


Thank  you  very  much  for  taking  your  time  completing  this  interview.  It  has  been  a  pleasure 
talking  to  you.  If  you  have  any  questions  regarding  this  study  and  your  participation,  please 
contact  Mrs.  Mei-Yuh  Chen  at  Georgetown  University;  her  work  number  is  (202)  687-0155.  We 
will  contact  you  again  in  the  next  1-2  years  to  see  how  you  are  doing. 


Thanks.  Bye. 
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MAKING  AN  APPOINTMENT  WITH  YOUR  HEALTH 
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ABSTRACT 


BACKGROUND:  Cultural  values  affect  cancer  screening,  yet  few  instruments  exist  to  measure 
them  in  ethnic  minorities.  This  study  was  designed  to  develop  and  validate  quantitative  scales 
that  measure  Chinese  cultural  views  about  health  and  illness. 

METHODS:  Chinese-American  women  (N=438)  aged  50  and  older  completed  a  telephone 
interview  on  culture  and  cancer  screening.  Cultural  views  were  assessed  by  a  30-item,  5-point 
Likert  scale.  Cultural  sub-scales  were  identified  using  principal  component  analysis  and 
validated  by  their  associations  with  age  at  immigration  and  breast,  cervical,  and  colorectal  cancer 
(CRC)  screening  patterns. 

RESULTS:  Factor  analysis  yielded  seven  cultural  sub-scales— fatalism,  hot-cold  balance,  use  of 
herbs,  self-care,  medical  examination,  lifestyle,  and  Western  medicine.  Reliability  of  the  sub¬ 
scales  was  moderate  to  high  (alphas  between  0.39  and  0.82).  Except  for  lifestyle,  medical 
examination,  and  Western  medicine  sub-scales,  cultural  factors  were  significantly  associated 
with  age  at  immigration  (p<0.001).  Fatalism,  self-care,  and  medical  examination  sub-scales 
consistently  predicted  non-adherence  to  breast,  cervical,  and  CRC  screening  recommendations. 
CONCLUSIONS:  Our  findings  suggest  that  Chinese  cultural  views  consist  of  at  least  seven 
domains  and  may  influence  older  women’s  use  of  mammography,  Pap  tests,  and  CRC  screening 
tests.  Future  research  is  needed  to  refine  and  validate  these  scales  in  large  samples  of  Chinese 
Americans. 

KEY  WORDS:  Culture,  Asian  Americans,  Women’s  Health,  Acculturation,  Mass 
Screening,  Mammography,  Vaginal  Smears,  Occult  Blood,  Colonoscopy,  Sigmoidoscopy 
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PRECIS 


Data  from  438  older  Chinese  American  women  indicate  that  Chinese  cultural  views  consist  of  at 
least  seven  domains  and  these  views  influence  women’s  breast,  cervical,  and  colorectal  cancer 


screening  practice. 


INTRODUCTION 


Cultural  values  have  been  found  to  affect  cancer  communication  and  screening  in  several 
ethnic  minority  populations.  For  instance,  culturally  based  fatalistic  views  about  cancer  have 
been  reported  in  African  Americans,1'3  Latinos,4'5  and  Asian  Americans.6'7  Fatalism  has  also 
been  associated  with  non-attendance  at  free  breast  cancer  screening  programs  for  a 

o 

predominantly  Chinese  population  in  Singapore,  use  of  Pap  tests  in  Cambodian  and  Latina 
Americans,4,9  and  use  of  fecal  occult  blood  testing  in  African  Americans.10  In  addition,  other 
culture-specific  practices  and  beliefs,  such  as  use  of  traditional  healers  and  modesty,  have  been 
associated  with  non-use  of  screening  mammography  in  Filipino-  and  Korean-American 
women.11 

Traditional  cultural  beliefs  and  values  are  strongly  held,  particularly  among  older  Chinese 
Americans.12  These  factors  may  play  a  significant  role  in  cancer  screening  use  among  older 
Chinese  Americans.  Passivity  and  subordination,  for  example,  are  cultural  characteristics  of 
traditional  Chinese  women  that  can  render  inappropriate  even  talking  about  screening  of  the 
cervix  or  breasts.  '  Qualitative  research  suggests  that  these  values  may  keep  Chinese 
individuals  from  seeking  Western  medicine  for  help,  and  they  influence  conceptions  of  illness 
and  cancer.712'16 

Although  cultural  views  and  values  are  likely  to  influence  cancer  beliefs,  attitudes,  and 
behaviors  in  Chinese  Americans,  no  studies  have  systematically  examined  the  impact  of  culture 
on  cancer  screening  for  this  ethnic  group.  One  reason  for  this  gap  is  the  lack  of  valid  measures. 
The  limited  qualitative  data  to  date  suggest  that  traditional  Chinese  cultural  views  may  include 
several  constructs,  such  as  fatalism,  modesty,  and  self-care  to  avoid  medical  visits,7’12  and  cannot 
be  simply  represented  by  one  or  a  few  items.  Validated  and  more  comprehensive  measures  of 
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culture  are  needed  to  understand  the  influence  of  cultural  views  on  cancer  screening,  particularly 
in  light  of  other  known  factors,  such  as  physician  recommendation  and  health  insurance.17"19 
Although  lack  of  physician  recommendation  and  health  insurance  have  been  found  to  be 
important  barriers  to  cancer  screening,  but  they  cannot  explain  all  variability  in  screening 
behavior.  Cultural  factors,  if  measured  appropriately,  will  help  address  this  gap  in  knowledge. 

This  study  was  designed  to  develop  and  validate  quantitative  scales  to  measure  Chinese 
cultural  views  about  health  and  illness.  Items  measuring  cultural  views  were  derived  mainly 
from  focus  group  data  of  older  Chinese  American  women.7  We  hypothesized  that  Chinese 
cultural  views  comprise  several  domains,  are  measurable,  and  are  associated  with  level  of 
acculturation.  We  also  hypothesized  that  these  factors  independently  and  collectively  influence 
Chinese  American  women’s  breast,  cervical,  and  colorectal  cancer  screening  behaviors. 
METHODS 

This  cross-sectional  study  was  part  of  a  larger  randomized  controlled  trial  to  improve 
cancer  screening  use  in  Chinese  American  women.  The  study  protocol  was  approved  by  the 
Institutional  Review  Board  at  Georgetown  University.  Data  on  cultural  views  and  cancer 
screening  were  collected  through  telephone  interviews  of  Chinese  American  women  recruited 
from  local  Chinese  communities. 

Population,  Setting,  and  Eligibility 

The  study  population  was  Chinese  American  women  residing  in  the  metropolitan 
Washington  D.C.  area.  Eligibility  criteria  included  being  50  and  older  and  ability  to 
communicate  in  Mandarin,  Cantonese,  Taiwanese,  or  English.  Women  who  were  short-term 
visitors  (i.e.  those  who  planned  to  stay  in  the  U.S.  for  less  than  a  year)  were  excluded  because  a 
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long-term  follow-up  is  planned  to  assess  use  of  cancer  screening  at  15  months  following 
educational  interventions  and  visitors  usually  do  not  receive  preventive  health  care  in  the  U.S. 
Recruitment  and  Data  Collection 

A  convenience  sample  of  participants  was  recruited  from  several  community-based 
venues,  including  Chinese  churches,  senior  centers,  health  fairs,  celebration  banquets  of  Chinese 
organizations,  and  Chinese  print  media.  Typically,  leaders  of  the  organizations  endorsed  the 
project  and  introduced  the  research  team  to  the  congregation  or  group.  The  research  team  then 
presented  a  brief  overview  of  the  project,  including  timeline  of  assessments,  receipt  of  cancer 
educational  materials,  and  risks  and  benefits  of  participation.  Women  were  encouraged  to 
participate  because  their  views  about  health  and  cancer  and  experiences  in  preventive  care  would 
help  understand  the  needs  for  cancer  control  Chinese  American  women.  Interested  women  were 
asked  to  provide  a  written  consent  and  leave  their  contact  information.  Other  strategies 
supplementing  the  group  recruitment  method  included  announcements  in  church  bulletins, 
invitational  flyers  or  announcements  distributed  to  community  organization  members,  and 
advertisements  posted  in  local  Chinese  newspapers  and  grocery  stores.  Those  women  who 
contacted  the  research  team  and  expressed  their  interest  in  participating  in  this  study  were 
required  to  mail  back  a  signed  consent  form.  Women  providing  the  written  consent  received  a 
bottle  of  brand-name  multi-vitamin  supplement  either  on  site  or  by  mail  as  a  token  of 
appreciation  for  participation.  Consenting  women  were  then  contacted  for  a  30-minute 
computer-assisted  telephone  interview  (CATI)  by  trained  Chinese  American  interviewers. 
Interviewers  received  a  one-day  training  first  to  get  familiar  with  the  survey  and  CATI  system, 
and  their  initial  interviews  were  supervised  by  investigators  until  they  could  fluently  perform  the 
tasks  and  handle  participants’  questions  well.  Eight  people  conducted  the  interviews,  including 
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four  Mandarin-speaking  graduate  students,  one  research  assistant  fluent  in  Mandarin  and 
Taiwanese,  and  three  Cantonese-speaking  independent  contractors.  All,  except  for  one  student, 
were  females.  The  majority  of  the  interviews  were  conducted  in  Mandarin.  Women  who  did  not 
speak  Mandarin  were  interviewed  in  their  preferred  dialects,  such  as  Cantonese  and  Taiwanese. 
Measures 

The  telephone  survey  included  questions  about  demographics,  health  care  access  and 
utilization  (e.g.,  regular  doctor,  prior  cancer  screening  experience,  and  health  insurance),  cultural 
views  on  health  and  illness,  and  knowledge  and  attitudes  towards  cancer  screening.  Women’s 
Chinese  cultural  views  were  assessed  by  30  items  (Table  1).  These  items  were  primarily  derived 
fromqualitative  data  of  five  focus  groups  consisting  of  54  older  Chinese  American  women  who 
were  asked  about  their  views  of  health,  illness,  cancer,  and  cancer  screening.7  In  addition, 

Chen's  theory  of  Chinese  American  elders'  view  of  health  and  illness20  and  existing  measures, 
such  as  beliefs  in  the  balance  of  "yin  and  yang"  and  fatalism21"22  were  incorporated.  Responses 
to  each  item  were  assessed  on  a  5-point  Likert  scale,  ranging  from  "strongly  agree,"  “agree,” 
“neutral,”  “disagree,”  to  "strongly  disagree."  A  proxy  for  acculturation  was  the  question  about 
immigration  history:  “How  old  were  you  when  you  came  to  live  in  the  U.S.?” 

Women’s  history  of  participation  in  screening  for  breast  cancer  (mammography),  cervical 
cancer  (Pap  tests),  and  colorectal  cancer  (fecal  occult  blood  test,  sigmoidoscopy,  or  colonoscopy) 
was  measured  by  questions  regarding  whether  they  ever  had  each  kind  of  screening  test,  the  date 
of  the  most  recent  test,  and  the  interval  between  the  two  most  recent  tests.23  The  stages  of 
screening  for  breast  and  cervical  caner  were  categorized  as  regular  or  non-regular.  Regular 
screeners  included  women  who  had  a  mammogram  and  a  Pap  test  in  the  past  year  and  had  a 
previous  mammogram  and  a  Pap  test  within  two  years  prior  to  the  most  recent  test.  Women  who 
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had  mammograms  or  Pap  tests  beyond  this  time  frame  or  who  never  had  the  tests  were 
considered  non-regular  screeners.  The  stage  of  colorectal  cancer  screening  was  characterized 
into  two  categories  as  current  and  non-current.  Based  on  the  recommendations  from  American 
Cancer  Society,24  women  who  had  a  fecal  occult  blood  test  (FOBT)  within  a  year,  a 
sigmoidoscopy  within  5  years,  or  a  colonoscopy  within  10  years  were  defined  as  current 
screeners.  Women  were  considered  non-current  screeners  if  they  ever  had  a  colorectal  cancer 
screening  test  but  beyond  the  recommended  intervals  or  never  had  any  of  the  three  tests.  Women 
were  also  asked  about  whether  they  underwent  each  screening  test  for  health  reasons  (i.e.,  due  to 
symptoms)  or  for  routine  checkups.  Women  who  had  undergone  the  tests  for  diagnostic  reasons 
were  excluded  from  subsequent  analyses. 

Analyses 

Since  it  is  likely  that  cultural  views  include  different  domains  of  cultural  components,7’12 
we  expected  that  there  would  be  common  factors  representing  higher-order  relationships  among 
the  30  cultural  items  and  that  some  of  these  relationships  might  be  collinear.  Therefore, 
principal  component  factor  analysis  was  used  to  explore  the  number  and  composition  of  factors 
that  accounted  for  the  interrelationships  among  the  30  cultural  items.  SAS  statistical  software 
was  used  to  conduct  the  analyses.  Factor  rotation  and  inter-factor  correlations  were  allowed  by 
using  the  Promax  rotation  option.  Factors  were  extracted  if  their  eigenvalues  were  greater  than  1. 
Items  with  loading  values  equal  to,  or  greater  than  0.4  were  retained  in  corresponding  factors. 

Internal  consistency  of  items  retained  in  each  factor  was  then  examined  using  Cronbach’s 
alpha.  If  the  overall  Cronbach’s  alpha  could  be  improved  by  0.05  or  more  by  eliminating 
individual  items  in  the  factor,  these  items  were  dropped  from  the  factor.  After  determining  a 
final  set  of  items  for  each  factor,  items  were  summed  to  create  the  individual  cultural  sub-scales. 


7 


For  ease  of  interpretation,  individual  item  scores  were  recoded  before  summing  so  that  higher 
scores  represented  higher  Eastern  cultural  views  of  health  care.  The  overall  30-item  sum  score 
and  the  sum  score  of  all  cultural  sub-scales  were  also  calculated  and  compared  to  sum  scores  of 
individual  sub-scales.  Next,  sum  scores  were  standardized  to  a  range  from  0  tolOO  points. 
Records  with  missing  values  in  more  than  one-third  of  the  items  within  one  factor  were  excluded 
from  analyses;  otherwise,  the  prorated  factor  sum  scores  were  used  to  maximize  the  number  of 
subjects  in  the  analyses. 

The  concurrent  validity  of  these  cultural  scales  was  evaluated  by  their  associations  with 
length  of  time  in  the  US.  The  predictive  validity  was  examined  by  associations  between  cultural 
sub-scales  and  cancer  screening  behaviors.  T-tests  were  used  to  examine  differences  in  sum 
scores  of  individual  cultural  factors  and  the  overall  30-item  scale  between  women  at  different 
screening  stages.  If  sum  scores  were  not  normally  distributed,  non-parametric  Wilcoxon  tests 
were  used  to  examine  the  differences. 

RESULTS 

Characteristics  of  the  study  sample 

Of  the  533  women  who  expressed  initial  interest  in  participation,  470  (88.2%)  completed 
a  written  consent.  Of  the  470  consenting  women,  32  did  not  complete  the  telephone  interview 
because  of  lack  of  interest  when  contacted  again  (N=15),  ineligibility  (N=7)  or  they  stated  they 
were  too  busy  for  the  interview  (N=3),  felt  uncomfortable  talking  about  cancer  (N=3),  or  they 
could  not  be  contacted  for  an  interview  (N=4).  Overall,  438  (82.2%  of  533)  Chinese  women 
constituted  the  final  study  sample.  About  22%  of  participants  were  recruited  from  Chinese 
churches,  16%  from  senior  centers  or  senior  assisted  living  buildings,  37  %  from  other  Chinese 
community  organizations  (e.g.,  alumni  associations,  community  service  organizations,  and  book 
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and  dance  clubs),  12%  from  health  fairs,  and  13%  from  media  or  referrals  from  friends  who 
either  participated  in  or  supported  this  study.  Eighteen  interviews  (4.1%)  were  administered 
face-to-face  in  senior  centers  (n=14),  Chinese  schools  (n=2)  or  participants’  homes  (n=2) 
because  of  difficulty  in  completing  the  interview  over  the  phone  or  in  reaching  the  participants 
by  telephone.  In  addition,  3  participants  completed  the  baseline  survey  and  returned  them  by 
mail  because  they  were  too  busy  to  set  aside  time  for  a  telephone  interview.  A  few  interviews 
were  conducted  in  languages  other  than  Mandarin:  Twenty-five  were  conducted  in  Cantonese, 
five  in  Taiwanese,  and  four  in  Fuzhou,  and  two  in  English. 

Of  the  438  participants,  437  were  foreign  bom.  The  only  woman  bom  in  the  U.S.  was 
raised  up  in  a  Chinese-speaking  environment.  Among  the  foreign  bom  women,  sixty-one 
percent  were  bom  in  China,  3%  in  Hong  Kong,  31%  in  Taiwan,  and  5%  in  other  countries 
including  Singapore  and  Vietnam.  The  mean  age  of  the  sample  was  64  years  (standard 
deviation,  SD  =  9  years;  range:  50  to  89  years).  The  majority  of  participating  women  had  a 
college  degree  or  higher  (71%),  had  health  insurance  (80%),  and  was  married  (73%).  Thirty- 
nine  percent  were  employed.  The  mean  age  upon  immigration  was  42  years  (range:  0  to  80 
years).  Fifty  percent  of  the  participants  regularly  obtained  mammograms  or  Pap  tests,  and  75.8% 
ever  obtained  at  least  one  of  the  three  colorectal  cancer  screening  tests  (i.e.,  FOBT,  flexible 
sigmoidoscopy,  and  colonoscopy). 

Factor  analysis  results 

Results  from  principal  components  analysis  initially  extracted  9  factors.  We  reviewed 
the  loadings  of  items  and  considered  the  theoretical  connection  between  items  within  factors. 
Items  that  either  loaded  less  than  0.40  in  any  of  the  factors  or  had  theoretically  weak  associations 
with  other  items  in  the  factor  were  eliminated  for  the  analyses.  For  instance,  the  item  describing 
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avoidance  of  medical  visits  in  order  not  to  become  sick  or  have  bad  luck  (BAD _LUCK)  was 
deleted  due  to  low  loading  values  on  any  of  the  factors.  Items  on  eating  prepared  food 
(FOOD_KEY)  and  body  type  and  illness  (BODY_CAN)  were  clustered  together  at  0.58  and  0.76 
and  form  one  factor,  but  this  factor  was  excluded  because  no  meaningful  construct  could  emerge 
from  these  two  items.  The  item  about  Qi-Kung  or  Tai-chi  practice  (QI_KUNG),  loaded  at  0.82, 
was  not  considered  for  further  analyses  because  it  was  the  only  significantly  loaded  item  in  that 
factor. 

After  these  deletions,  data  were  analyzed  again  using  principal  components  analysis  with 
Promax  rotation.  The  results  showed  that  the  remaining  26  items  significantly  loaded  on  seven 
common  factors  (Table  2).  The  first  factor  contained  nine  items,  all  of  which  were  related  to 
individuals’  perception  that  health  and  illness  are  predetermined  and  beyond  their  control.  This 
factor  was  labeled  as  “fatalism.”  “Use  of  herbs”  contained  three  statements  about  the  advantage 
of  using  Chinese  herbal  medicine  to  stay  healthy;  “self-care”  contained  three  statements  that 
emphasized  taking  care  of  one’s  self  as  opposed  to  depending  on  doctors;  “lifestyle”  represented 
the  notion  of  keeping  healthy  through  outdoor  exercise,  balanced  diet,  regularity,  and 
maintaining  emotional  stability.  “Medical  examination”  contained  statements  about  negative 
perceptions  about  medical  examination.  “Hot-cold  balance”  represented  the  belief  about  the 
importance  of  a  hot-cold  balanced  diet  in  health  maintenance.  “Western  medicine”  consisted  of 
two  items  about  negative  impressions  of  Western  medicine— the  use  of  chemical  components  that 
may  harm  the  body  and  the  inability  to  prevent  disease.  After  rotation,  the  seven  factors  were 
distinct  from  each  other  and  the  correlations  between  the  factors  were  low  to  moderate  (Table  3). 
Analyses  using  an  orthogonal  rotation  (i.e.,  Varimax  rotation  in  the  SAS  program)  yielded  the 
same  seven  factors. 
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Reliability  (internal  consistency) 

The  statement  “I  know  my  body  better  than  any  one  else  (BDY_BEST)”  was  eliminated 
from  the  “self-care”  factor  since  dropping  this  item  increased  the  inter-item  correlation  for  this 
sub-scale  (Cronbach’s  alpha)  from  0.63  to  0.73.  The  reliability  of  the  overall  30-item  and  the 
final  seven-  factor  (25  items)  sum  scores  were  0.79  and  0.80,  respectively  (Table  4).  The 
Cronbach’s  alphas  in  the  “fatalism”  and  “self-care”  factors  were  0.82  and  0.73,  respectively, 
which  was  about  the  same  level  of  those  in  the  overall  and  seven-factor  sum  scores.  The  intra¬ 
item  correlations  among  items  in  the  “use  of  herbs”  and  “lifestyle”  factors  were  moderate 
(Cronbach’s  alpha=  0.69  and  0.59,  respectively),  but  were  low  in  the  “hot-cold  balance,” 
“medical  examination”  and  “Western  medicine”  factors  (Cronbach’s  alpha=0.53,  0.42,  and  0.39, 
respectively). 

Concurrent  validity 

Except  for  “lifestyle,”  “medical  examination”  and  “Western  medicine”  factors,  individual 
factor  and  overall  sum  scores  were  significantly  associated  with  participants’  age  upon 
immigration  to  the  U.S.  (Spearman  correlation  coefficient  between  0.17  and  0.34,  p<0.001); 
women  who  held  stronger  Chinese  cultural  views  were  more  likely  to  have  come  to  the  U.S.  in 
the  later  years  of  their  life  (Table  4). 

Preliminary  predictive  validity 

The  seven-factor  (25  items)  sum  scores  and  overall  30-item  sum  scores  significantly 
differentiate  women  of  different  breast,  cervical,  and  colorectal  cancer  screening  stages  (Table 
5):  women  who  did  not  obtain  regular  mammography  and/or  regular  Pap  tests  were  likely  to 
have  a  more  traditional  Chinese  cultural  views  than  those  having  regular  mammography  and/or 
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Pap  tests  (t-tests,  p<0.0001).  Similarly,  those  whose  colorectal  cancer  screening  tests  were  not 
current  held  a  more  traditional  cultural  view  than  those  never  having  or  having  current  colorectal 
cancer  screening  (t-test,  p<0.01). 

Of  the  seven  cultural  scales,  fatalism  and  self-care  were  the  two  strongest  factors 
differentiating  women  having  regular  and  non-regular  breast  and/or  cervical  cancer  screening 
tests.  Women  who  did  not  adhere  to  breast  and  cervical  cancer  screening  recommendations  were 
more  likely  to  have  a  fatalistic  view,  to  emphasize  self-care,  and  to  ignore  the  importance  of 
medical  checkups  (pcO.OOOl).  The  “use  of  herbs,”  “hot-cold  balance,”  and  “medical 
examination”  factors  had  a  similar  effect  on  breast  and  cervical  cancer  screening  as  those  found 
in  the  “fatalism”  and  “self-care”  factors,  but  with  a  lesser  degree  of  significance.  Similar  to 
those  found  in  breast  and  cervical  cancer  models,  the  “fatalism”  and  “self-care”  factors  were 
associated  with  colorectal  cancer  screening,  with  the  non-current  screeners  having  higher  mean 
scores  than  current  screeners  (45.1  and  50.7,  compared  to  38.8  and  40.0;  t-tests,  p<0.001). 

Analyses  of  the  associations  between  the  five  items  not  included  in  any  of  the  factors  and 
cancer  screening  show  that  women  who  believe  that  if  a  woman  visits  clinics  too  often,  she  will 
catch  diseases  and  have  bad  luck  (BAD_LUCK)  were  less  likely  to  obtain  regular  mammograms 
and  Pap  tests  (Wilcoxon  tests,  p<0.01).  Also,  a  positive  attitude  toward  Qi-Kung  and  Tai-Chi  in 
preventing  disease  (QI_KUNG)  was  associated  with  non-regular  mammography  use  (Wilcoxon 
test,  p<0.01). 

DISCUSSION 

To  our  knowledge,  this  is  the  first  study  to  develop  a  measure  of  Chinese  cultural  views 
on  health  and  illness  and  to  validate  cultural  scales  by  testing  their  association  with  Chinese 
women’s  breast,  cervical,  and  colorectal  cancer  screening.  Our  findings  suggest  that  Chinese 
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cultural  views  consist  of  at  least  seven  domains  thatmay  influence  older  women’s  use  of  cancer 
screening  tests  to  differing  degrees. 

Predictive  validation  tests  further  indicate  that  the  values  captured  by  these  seven  cultural 
sub-scales  have  different  degrees  of  influence  in  Chinese  women’s  cancer  screening  behaviors. 
The  significant  relationship  between  the  fatalism  sub-scale  and  breast  and  cervical  cancer 
screening  in  our  Chinese  population  was  consistent  with  prior  research  on  the  effect  of  fatalism 
on  cancer  screening  in  other  Asian,  African  American,  and  Latino  populations.4,8"10  The 
consistently  strong  association  between  fatalism  and  screening  outcomes  is  likely  also  a 
reflection  of  the  higher  internal  consistency  of  this  subscale  relative  to  the  other  subscales 
described  here. 

Although  exercise,  diet,  and  the  emphasis  on  social  and  emotional  health  clustered 
together,  these  “lifestyle”  values  did  not  predict  cancer  screening.  However,  more  specific 
concepts  about  food,  such  as  the  importance  of  choosing  the  right  food  to  maintain  the  hot  and 
cold  balance  of  the  body,  were  associated  with  cancer  screening  behaviors.  In  Chinese  culture, 
foods  are  labeled  as  hot  or  cold  based  on  their  effects  on  the  body,  not  necessarily  by  the 
temperature  when  served.  People  with  a  hot  body  type  need  to  consume  cold  food  (e.g.,  Napa 
cabbage  and  mung  beans),  and  those  who  are  weak  or  feel  cold  need  hot  food  (e.g.,  beef  and 
ginger).  This  concept  is  influenced  by  the  teaching  of  Taoism,  which  divides  the  universe  into 
two  opposite  characters— “yin”  and  “yang.”  “Yin”  is  cold,  dark,  passive,  and  weak,  whereas 
“yang”  denotes  the  hot,  light,  active,  and  strong  side  of  a  person.12  The  ability  to  balance  “yin 
(cold)”  and  “yang  (hot)”  is  considered  the  optimal  way  to  achieve  health  and  prosperity. 

Women  who  believed  in  the  hot-cold  balance  of  the  body  had  impression  that  they  were  healthy 
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as  long  as  their  diet  was  balanced.  This  culture-specific  belief  may  explain  why  these  women 
were  less  likely  to  adhere  to  breast  and  cervical  cancer  screening  guidelines. 

We  found  associations  between  adverse  impressions  of  Western  medical  examinations 
(embarrassment,  lots  of  unnecessary  tests,  and  intrusiveness)  and  non-adherence  to  regular  breast 
and  cervical  cancer  screening.  This  result  is  consistent  with  limited  studies  that  have  found  that 
the  invasive  nature  of  Western  medical  approaches  keep  some  Chinese  women  from  seeking 
recommended  care.25 

Although  some  cultural  sub-scales  show  significant  associations  with  colorectal  cancer 
screening  behavior,  the  associations  are  moderate  compared  to  those  found  with  breast  and 
cervical  cancer  screening.  It  is  possible  that  the  influences  of  cultural  factors  on  cancer 
screening  are  more  evident  in  screening  adherence,  a  stage  that  is  not  available  in  our  current 
colorectal  cancer  screening  data.  In  addition,  subset  analyses  of  our  data  show  that  women 
whose  colorectal  cancer  screening  tests  were  not  current  had  the  highest  cultural  scores  than 
those  having  current  tests  or  never  having  any  tests.  It  is  likely  that  traditional  Chinese  cultural 
views  keeps  women  from  repeating  screening  tests,  and  that  other  reasons,  such  as  lack  of 
knowledge  about  screening  recommendations,  also  contribute  to  women’s  never  having  any 
colorectal  cancer  screening. 

Several  limitations  of  this  study  should  be  considered  when  interpreting  the  results.  First, 
the  30-item  cultural  view  scales  were  developed  primarily  from  responses  of  Chinese  American 
women  aged  50  and  older  to  questions  regarding  their  perceptions  about  health  and  illness/cancer 
and  their  experiences  in  health  care  in  the  U.S..7  It  is  possible  that  other  aspects  of  cultural  views 
held  by  Chinese  Americans  were  not  captured.  However,  if  these  seven  domains  of  cultural 
views  can  remain  stable  after  being  tested  in  different  groups  of  Chinese  women,  it  is  unlikely 
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that  any  unidentified  domains  will  alter  the  relationships  between  these  seven  factors  and  cancer 
screening.  Second,  except  for  the  fatalism  scale,  these  cultural  scales  only  included  two  to  three 
items,  which  may  partly  explain  moderate  to  low  intra-item  reliability  among  items  in  these  sub¬ 
scales.  Future  research  is  needed  to  improve  reliability  of  these  specific  cultural  scales.  One 
possible  method  is  to  add  more  items  describing  specific  cultural  views,  and  to  test  in  larger 
samples  whether  items  of  the  same  constructs  will  cluster  together  and  improve  internal 
consistency.  Third,  the  low  reliability  of  several  of  the  subscales  likely  attenuated  their 
associations  with  our  screening  outcomes.  Despite  the  low  reliability  of  several  subscales,  the 
overall  scale  had  acceptable  reliability.  Thus,  some  investigators  may  wish  to  consider  using  the 
overall  scale  score  rather  than  focusing  on  individual  subscales.  Fourth,  the  generalizability  of 
this  study  is  limited  by  the  use  of  a  convenience  sample  drawn  mainly  from  Chinese  community 
organizations,  churches,  and  senior  centers.  Although  mass  media  were  used  to  encourage 
participation,  relatively  small  numbers  of  women  participated  through  this  channel.  Therefore, 
women  who  did  not  attend  any  activities  or  programs  held  by  Chinese  organizations,  such  as 
restaurant  workers  or  those  speaking  in  other  Chinese  dialects,  are  likely  to  be  underrepresented 
in  our  sample.  Cultural  patterns  as  well  as  their  associations  with  cancer  screening  behaviors 
may  be  different  if  these  people  are  included.  The  stability  and  generalizability  of  the  cultural 
scales  needs  to  be  tested  in  men  and  Chinese  populations  in  other  geographic  areas.  In  addition, 
measures  of  cancer  screening  behaviors  are  subject  to  self-report  bias. 

Despite  these  limitations,  our  findings  of  the  associations  between  cultural  views  and 
cancer  screening  practice  have  important  implications  for  research  and  practice.  Cancer 
screening  programs  targeting  Chinese  women  may  be  more  successful  if  they  acknowledge 
women’s  cultural  barriers  and  include  messages  that  address  those  cultural  factors.  Research  is 


15 


needed  to  explore  how  the  concept  of  early  detection  can  be  accepted  by  women  holding  a 
fatalistic  outlook.  Likewise,  health  care  providers  should  be  sensitive  to  the  cultural  values  of 
their  Chinese  patients,  especially  those  who  are  older  immigrants,  and  address  their  concerns 


that  may  keep  them  from  following  advice  to  get  mammograms  and  Pap  tests.  Studies  should 
explore  prospects  for  education  and/or  counseling  interventions  that  would  improve  Chinese 
women’s  cancer  screening  adherence  in  large  representative  samples.  In  addition,  since 
screening  behaviors  are  also  influenced  by  other  factors,  such  as  knowledge  about  cancer  and 
cancer  screening,  perceived  risks  of  getting  cancer,  physician  recommendations,  and  health 
insurance  coverage,  it  is  necessary  to  test  whether  the  relationships  between  cultural  views  and 
cancer  screening  still  hold  true  after  considering  those  important  mediating  factors. 
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Appendix  C 


Preliminary  results  (Tables  1  and  2) 


Table  1 


Percentage  Differences  in  Measured  Variables  and  Outcomes  among  Never,  Ever,  and  Regular  Screeners 


Variables  /outcomes 

Never 
(n  =  36) 

Ever 
(n  =  85) 

Regular 
(n=  129) 

P  values 

No. 

% 

No. 

% 

No. 

% 

Age 

50  to  64  years  old 

14 

38.89 

41 

48.24 

90 

69.77 

.0003 

<65 

22 

61.11 

44 

51.76 

39 

30.23 

Education 
<  High  school 

23 

63.89 

32 

37.65 

14 

10.85 

<.0001 

>  High  school 

13 

36.11 

53 

62.35 

115 

89.15 

Language 

High  ability 

1 

2.78 

19 

22.35 

65 

50.39 

<.0001 

Low  ability 

35 

97.22 

66 

77.65 

64 

49.61 

Martial  status 

Married 

21 

58.33 

60 

70.59 

99 

76.74 

.0881 

Divorced/Widow/Single 

15 

41.67 

25 

29.41 

30 

23.26 

Employed 

Yes 

4 

11.11 

26 

30.59 

70 

54.26 

<.0001 

No 

32 

88.89 

59 

69.41 

59 

45.74 

Presence  of  a  regular  doctor 

Yes 

20 

55.56 

60 

70.59 

118 

91.47 

<.0001 

No 

16 

44.44 

25 

29.41 

11 

8.53 

Health  insurance 

Yes 

18 

50 

67 

78.82 

121 

93.8 

<.0001 

No 

18 

50 

18 

21.18 

8 

6.2 

Physician  recommendation 

Yes 

7 

19.44 

32 

37.65 

95 

73.64 

<.0001 

No 

29 

80.56 

53 

62.35 

34 

26.36 

“Access  barrier 

Yes 

25 

69.44 

56 

65.88 

58 

44.96 

.0021 

No 

11 

30.56 

29 

34.12 

71 

55.04 

Risk  of  getting  breast  cancer 

Likely 

27 

75 

58 

68.24 

67 

51.94 

.1331 

Unlikely 

9 

25 

27 

31.76 

62 

48.06 

Worry  about  getting  breast  cancer 
Not  worry 

31 

86.11 

69 

81.18 

89 

68.99 

.0361 

Worry 

5 

13.89 

16 

18.82 

40 

31.01 

’’Perception  of  cancer  screening 

M=  52.41  (SD  10.54) 

M  =  56.29  (SD  8.24) 

M  =  62.85  (SD  6.57) 

<.0001 

‘Cultural  views  of  healthcare 

M=  58.66  (SD  11.33) 

M  =  55.55  (SD10.43) 

M  =  50.55  (SD  9.18) 

.0004 

Note.  aAccess  barrier  presents  participants’  problems  to  access  medical  services  including  transportation, 


language,  no  or  only  partial  insurance  coverage,  too  many  forms  to  fills,  and  too  long  waiting  time. 
'’Perception  reflects  particpants’  views  about  pros  and  cons  of  cancer  screening  such  as  mammography. 
Participants  responded  to  a  14-items  five-point  Likert  scale.  Higher  mean  of  sum  scores  on  the  scale  indicates 
more  positive  views  about  cancer  screening. 

aCultural  views  are  continuous  scores  ranging  from  0  to  100  points.  M  =  mean;  SD  =  standard  deviation.  High 
scores  on  cultural  views  indicate  a  more  eastern  view  of  care;  low  scores  reflect  a  more  western  view  of  care. 


Table  2 


Bivariate  Association  between  Sociodemographics,  Medical  Care  Resources,  Cancer  Worry  and  Cultural 
Variables  with  Screening  Outcomes  (N  =  250) 


Variables 

Whole 

Control  group 

Intervention  group 

P  values 

Group 

(n 

=  125) 

(n  =  125) 

No. 

No. 

% 

No. 

% 

Age 

.5217 

50  to  64  years  old 

145 

75 

60 

70 

56 

<65 

105 

50 

40 

55 

44 

Education 

.6712 

<  High  school 

69 

33 

26.4 

36 

28.8 

>  High  school 

181 

92 

73.6 

89 

71.2 

Language 

.5044 

High  ability 

85 

40 

32 

45 

36 

Low  ability 

165 

85 

68 

80 

64 

Martial  status 

.3980 

Married 

180 

87 

69.6 

93 

74.4 

DivorcedAVidow/Single 

70 

38 

30.4 

32 

25.6 

Employed 

.6056 

Yes 

150 

73 

58.4 

77 

61.6 

No 

100 

52 

41.6 

48 

38.4 

Presence  of  a  regular  doctor 

.2125 

Yes 

198 

95 

76 

103 

82.4 

No 

52 

30 

24 

22 

17.6 

Health  insurance 

.7398 

Yes 

206 

102 

81.6 

104 

83.2 

No 

44 

23 

18.4 

21 

16.8 

Physician  recommendation 

.1280 

Yes 

134 

73 

58.4 

61 

48.8 

No 

116 

52 

41.6 

64 

51.2 

“Access  barrier 

.2519 

Yes 

139 

74 

59.2 

65 

52 

No 

111 

51 

40.8 

60 

48 

Risk  of  getting  breast  cancer 

.6043 

Very  unlikely 

152 

78 

62.4 

74 

59.2 

98 

47 

37.6 

51 

40.8 

Worry  about  getting  breast  cancer 

.6587 

Somewhat/often/a  lot 

61 

32 

25.6 

29 

23.2 

Not  at  all 

189 

93 

74.4 

96 

76.8 

bPerception  of  breast  cancer  score 

250  M 

=  59.14 

■  (SD  8.54) 

M  =  59. 

10  (SD  9.05) 

.5170 

'Cultural  views  of  healthcare 

250  M 

=  53.61 

(SD  9.81) 

M  =  53. 

22  (SD  10.97 ) 

.2150 

Note.  aAccess  barrier  presents  participants’  problems  to  access  medical  services  including  transportation, 
language,  no  or  only  partial  insurance  coverage,  too  many  forms  to  fills,  and  too  long  waiting  time. 
bPerception  reflects  particpants’  views  about  pros  and  cons  of  cancer  screening  such  as  mammography. 


Participants  responded  to  a  14-items  five-point  Likert  scale.  Higher  mean  of  sum  scores  on  the  scale  indicates 
more  positive  views  about  cancer  screening. 

aCultural  views  are  continuous  scores  ranging  from  0  to  100  points.  M  =  mean;  SD  =  standard  deviation.  High 
scores  on  cultural  views  indicate  a  more  eastern  view  of  care;  low  scores  reflect  a  more  western  view  of  care. 
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How  Culture  Affects  Regular  Screening  for  Breast  and  Cervical  Cancer  Screening  among 
Chinese-American  Women 

Liang  W,  Wang  JH,  Chen  MY,  Lee  MM,  Weinstein  MA,  Mandelblatt  JS 

PURPOSE:  To  establish  specific  dimensions  of  Chinese  cultural  views  and  investigate  which 
specific  views  influence  Chinese  women’s  use  of  mammography  and  Pap  tests. 

METHODS:  Three  hundred  Chinese-American  women  aged  50  and  older  completed  telephone 
interview  on  culture  and  cancer  screening.  Cultural  views  were  assessed  by  a  30-item,  5-point 
Likert  scale.  Regular  screeners  were  defined  as  having  had  two  mammograms  and  Pap  tests  at 
age-appropriate  intervals.  Principal  component  analysis  was  used  to  identify  specific  cultural 
factors.  T-tests  were  used  to  compare  the  means  of  sum  scores  of  each  factor  between  regular 
and  non-regular  screeners. 

RESULTS:  Six  cultural  factors  extracted  were  labeled:  fatalism,  hot-cold  balance,  use  of  herbal 
medicine,  self-care,  medical  examination,  and  lifestyle  (loading  values  ranging  from  0.48  to 
0.80).  Non-regular  screeners  were  more  likely  to  believe  in  fatalism  and  hot-cold  balance,  and  to 
value  self-care  over  medical  checkups  than  regular  screeners  (p  <  0.001,  =0.016,  and  <  0.001, 
respectively).  Use  of  herbal  medicine  and  negative  feelings  toward  medical  examination  were 
marginally  associated  with  non-adherence  (p=0.061  and  0.070). 

CONCLUSIONS:  Certain  aspects  of  Chinese  cultural  views  shape  Chinese  women’s  cancer 
screening  practice.  Programs  designed  to  counter  notions  of  fatalism,  hot-cold  balance,  and  self- 
care  are  likely  to  improve  cancer  screening  in  this  population. 
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ID:  104 

How  Culture  Affects  Regular  Screening  for  Breast  and  Cervical  Cancer  among  Chinese-American  Women 

Wenchi  Liang,  PhD;  Judy  H  Wang,  PhD;  Mei-Yuh  Chen,  MS;  Marion  M  Lee,  PhD;  Maxine  A  Weinstein,  PhD;  Jeanne 
S  Mandelblatt,  MD,  MPH 

BACKGROUND:  Breast  cancer  causes  most  of  the  cancer  death  among  Chinese  American  women,  and  this 
population  has  higher  cervical  cancer  mortality  than  white  women.  Both  cancers  can  be  effectively  detected  eariy  by 
mammography  and  Pap  tests.  However,  screening  rates  among  Asian  Americans  and  Pacific  Islanders  remain  the 
lowest  among  all  U.S.  ethnic  groups  and  limited  data  show  that  Chinese  American  women  are  less  likely  to  receive  a 
mammogram  than  other  Asian  American  women. 

PURPOSE:  To  establish  specific  dimensions  of  Chinese  cultural  views  and  investigate  which  specific  views  influence 
Chinese  women's  regular  use  of  mammography  and  Pap  tests. 

METHODS:  A  total  of  335  Chinese  American  women  aged  50  and  older  recruited  from  Chinese  churches,  senior 
centers,  and  organizations  in  the  Washington  D.C.  area  completed  telephone  interview  on  culture  and  cancer 
screening.  Cultural  views  were  assessed  by  a  30-item,  5-point  Likert  scale  developed  using  community-based  focus 
group  data.  Regular  screeners  were  defined  as  having  had  two  mammograms  and  Pap  tests  at  age-appropriate 
intervals.  Principal  component  analysis  was  used  to  identify  specific  cultural  factors.  Sum  scores  of  items  loaded  in 
each  factor  were  used  to  represent  women's  cultural  views.  T-tests  and  non-parametric  tests  were  used  to  compare 
the  differences  in  each  cultural  score  between  regular  and  non-regular  users  of  mammograms  and  Pap  tests. 

RESULTS:  Six  cultural  factors  extracted  were  labeled  as  fatalism,  hot-cold  balance,  use  of  herbal  medicine,  self-care, 
medical  examination,  and  lifestyle.  Non-regular  screeners  were  more  likely  to  believe  in  fatalism  and  and  to  value 
self-care  over  medical  checkups  than  regular  screeners.  Negative  feelings  toward  medical  examination  were 
marginally  associated  with  non-adherence. 

IMPLICATIONS:  Certain  aspects  of  Chinese  cultural  views  shape  Chinese  women  s  cancer  screening  practice. 
Programs  designed  to  counter  notions  of  fatalism,  hot-cold  balance,  and  self-care  are  likely  to  improve  cancer 
screening  in  this  population. 
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ID:  224 

Cultural  Views,  Language  Ability,  and  Regular  Mammography  Use  in  Chinese  American  Women  Wenchi 
Liang,  PhD;  Judy  H  Wang,  PhD;  Mei-Yuh  Chen,  MS;  Jeanne  S  Mandelblatt,  MD,  MPH 

BACKGROUND:  Breast  cancer  is  the  most  common  cancer  and  causes  most  of  the  cancer  death  among  Chinese 
American  women.  Although  breast  cancer  screening  rates  have  been  increasing  over  time,  regular  use  of 
mammography  is  still  low.  Physician  recommendations  and  access  barriers,  such  as  insurance  coverage  and  lack  of 
transportation,  have  been  shown  to  affect  use  of  mammography.  Since  most  of  the  older  Chinese  American  women 
are  immigrants,  cultural  views  and  English  proficiency  are  likely  to  influence  their  mammography  use. 

PURPOSE:  To  examine  whether  Chinese  cultural  views  and  language  ability  influence  regular  mammography  use 
among  Chinese  American  women. 

METHODS:  A  total  of  335  Chinese  American  women  aged  50  and  older  recruited  from  Chinese  churches,  senior 
centers,  and  organizations  completed  telephone  interview.  Cultural  views  were  measured  by  a  9-item  sum  score 
about  fatalism  and  a  2-item  sum  score  about  self-care.  English  ability  was  measured  by  a  sum  score  of  4  items 
assessing  the  ability  to  read,  write,  listen  to,  and  speak  English.  Other  potential  factors  included  physician 
recommendation,  family/friend  encouragement,  health  insurance,  access  barrier,  and  perceived  risk  of  and  worry 
about  getting  breast  cancer.  Regular  screeners  were  defined  as  having  had  two  mammograms  at  age-appropriate 
intervals.  Logistic  regressions  were  used  to  compare  the  relative  influence  of  these  factors  in  regular  mammography 
use. 

RESULTS:  Besides  having  health  insurance  and  physician  recommendation  and  expressing  worry  about  getting 
breast  cancer,  women  who  reported  a  fatalistic  view  about  health  and  cancer,  had  low  English  proficiency,  and 
emphasized  self-care  over  medical  checkups  were  less  likely  to  get  regular  mammography. 

IMPLICATIONS:  Cultural  views  and  language  barrier  contribute  to  Chinese  women's  failure  to  obtain  regular 
mammograms.  Health  education  programs  and  physicians  should  acknowledge  and  address  Chinese  women  |-  s 
cultural  barriers  and  provide  adequate  language  assistance  in  order  to  improve  their  screening  adherence. 


Intercultural  Cancer  Council,  March  2004 


Cultural  and  Attitudinal  Barriers  to  Colorectal  Cancer  Screening  in  Chinese  American 
Women 

Wang  JH,  Liang  W,  Cullen  J,  Chen  M,  Feng  S,  Yi  B,  and  Mandelblatt  J. 

Cancer  Control  Program,  Lombardi  Comprehensive  Cancer  Center,  Georgetown  University 

Background:  Colorectal  cancer  (CRC)  is  the  second  most  common  cancer  for  Chinese- American 
women.  Chinese-American  women  are  more  likely  to  be  diagnosed  with  late  stage  CRC  than  white 
and  other  minority  groups  and  experience  multiple  barriers  to  early  detection. 

Rationale:  There  is  a  paucity  of  research  on  how  culture  and  perceptions  of  risk  affect  Chinese 
women's  participation  in  CRC  screening. 

Purpose:  This  cross-sectional  study  was  designed  to  measure  associations  between  CRC  screening 
behavior  and  cultural  factors  in  Chinese  women. 

Methods:  To  date,  a  community-based  sample  of  335  women  aged  50  and  over  recruited  from 
Chinese  churches  and  community  events  in  the  Washington  DC  area  have  completed  a  one-hour 
telephone  interview. 

Measures:  Women  were  defined  as  having  current  screening  if  they  reported  a  FOBT  within  1  year, 
sigmoidoscopy  within  5  years,  or  colonoscopy  within  10  years.  Women  ever  having  these  tests,  but 
outside  of  these  intervals,  were  considered  non-current  screeners.  Women  without  any  testing  were 
considered  never  screeners.  Chinese  perspectives  on  cancer  were  assessed  using  previously 
developed  scales.  Generalized  logit  models  were  used  to  assess  associations  between  the  screening 
group  and  cultural  views. 

Results:  58%  of  women  reported  current  screening,  19%  non-current  screening,  and  23%  had  never 
been  screened.  Women  with  higher  fatalism  scores  were  significantly  more  likely  to  be  non-current 
(vs.  current)  screeners  than  women  with  lower  scores,  controlling  for  covariates.  Women  who  felt  at 
lower  risk  of  getting  CRC  were  more  likely  to  be  non-current  or  never  screeners  (vs.  current)  (OR 
1.39  95%CI  1.03-1.89  and  OR  1.48  (1.07-2.06),  respectively)  than  women  who  felt  at  higher  risk. 

Implications:  Our  preliminary  results  suggest  that  culturally  based  factors  affect  screening 
behaviors.  Culturally  tailored  interventions  may  be  needed  to  decrease  barriers  to  Chinese  women's 
participation  in  colorectal  cancer  screening. 
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Abstract 

Objectives:  This  study  investigated  the  hypothesis  that  adherence  to  colorectal  cancer 
screening  guidelines  among  Chinese  women  was  associated  with  eastern  cultural  views  and 
worry  about  developing  colorectal  cancer.  Design:  Cross-sectional  data  from  a  community- 
based  longitudinal  study  was  used  to  examine  the  hypothesis  of  this  study.  Measures  of 
sociodemographics,  medical  access  factors,  cultural  views  of  healthcare,  cancer  worry,  and 
practices  of  colorectal  cancer  screening  were  administered  by  a  computer  assisted  telephone 
interview.  Participants:  Four  hundred  and  thirty-three  Chinese  American  women  without  a 
history  of  colorectal  cancer  and  at  ages  of  50  and  older  from  Metropolitan  Washington  DC  in  the 
U.S.A.  completed  the  telephone  interview.  Main  outcome  measure:  Adherence  to  utilization  of 
either  FOBT  within  a  year,  sigmoidoscopy  within  five  years,  or  colonoscopy  within  ten  years 
was  used  to  define  two  outcome  categories:  current  screeners  and  non-current  screeners.  Results: 
Controlling  for  covariates,  this  study  found  that  1)  women  with  every  10  point  increase  in  eastern 
cultural  scale  score  were  25%  less  likely  to  be  a  current  screener;  2)  women  who  thought  about 
the  chance  of  getting  colorectal  cancer  had  about  threefold  greater  odds  of  current  screening  than 
women  who  never  thought  about  colorectal  cancer;  and  3)  women  receiving  physician 
recommendation  for  colorectal  cancer  screening  had  more  than  a  three-fold  increased  odds  of 
being  a  current  screener  than  women  not  receiving.  Conclusions:  Besides  lack  of  physician 
recommendation,  older  Chinese  women  face  cultural  and  psychological  barriers  to  obtain  timely 
colorectal  cancer  screening.  These  barriers  may  be  reduced  through  culturally  sensitive 
intervention  studies. 

Key  words:  Cultural  views  of  healthcare,  Colorectal  cancer  screening,  Chinese- American  women, 
FOBT,  Sigmoidoscopy,  Colonoscopy,  Cancer  worry,  Physician  recommendation 
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Introduction 

Colorectal  cancer  is  the  second  most  common  cancer  and  the  third  leading  cause  of 
cancer  death  for  Chinese- Americans.  Chinese  Americans,  the  largest  group  of  Asian  Americans 
in  the  U.S.,  have  higher  colorectal  cancer  mortality  rates  than  non-Hispanic  Whites1  and  are 
more  likely  to  be  diagnosed  with  late  stage  colorectal  cancer  than  Japanese  and  White  women.2 
Despite  this  disease  burden,  there  is  a  paucity  of  research  on  Chinese  Americans’  colorectal 
cancer  screening  practices. 

In  2001,  general  U.S.  self-reported  colorectal  cancer  screening  rates  (including  use  of 
fecal  occult  blood  test  (FOBT),  sigmoidoscopy,  or  colonoscopy)  were  45-48%.  In  contrast, 
only  22-31%  of  Chinese  women  report  ever  having  had  FOBT4  and  sigmoidoscopy5  and  just  38- 
42%  report  an  FOBT  in  the  past  year.4'5  These  data  are  consistent  with  previous  data  indicating 
that  Chinese  women  also  underutilize  breast  and  cervical  cancer  screening.6'7 

Lower  rates  of  cancer  screening  in  Chinese  women  may  be  the  result  of  several  unique 
cultural  and  psychosocial  barriers,  beyond  common  barriers  such  as  lack  of  health  care  resources 
and  physician  recommendation.4,6"14  For  instance,  unlike  western  medicine,  traditional  Chinese 
medicine  emphasizes  the  use  of  natural  approaches  (e.g.  herbs  medicine  and  balanced  food).15'17 
In  Chinese  and  other  Asian  cultures,  cancer  is  viewed  as  an  unpreventable  and  fatal  disease.8,18 
Older  Chinese  women  believe  that  thoughts  about  cancer  may  eventually  cause  cancer.17,19 
Chinese  women  also  generally  perceive  themselves  to  be  at  lower  risk  of  developing  cancers 
compared  to  Caucasian  women.10,17  Given  such  beliefs,  it  is  plausible  that  Chinese-American 
women  who  hold  eastern  cultural  views  may  be  disinclined  to  obtain  colorectal  cancer  screening. 

This  community-based  study  was  designed  to  evaluate  cross-sectional  associations 
between  Chinese-American  women’s  cultural  views  of  care,  worry  about  cancer,  and  use  of 
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colorectal  cancer  screening  tests.  We  hypothesized  that  women  who  had  more  western  cultural 
views  would  be  more  likely  to  report  being  adherent  to  colorectal  cancer  screening  than  women 
with  more  eastern  views  after  considering  other  factors.  In  addition,  consistent  with  research  on 
breast  cancer  screening,20'22  we  hypothesized  that  colorectal  cancer  worry  would  be  associated 
with  screening  adherence. 

Methods 

Setting  and  Recruitment 

This  report  is  part  of  a  larger  study  investigating  the  impact  of  cultural  beliefs  on  cancer 
screening  in  Chinese-American  women.  The  Georgetown  University  Institutional  Review  Board 
has  approved  this  study.  Chinese  women  were  recruited  from  the  Washington  DC  metropolitan 
area  (the  District  of  Columbia,  Fairfax  County  in  Virginia,  and  Montgomery  and  Prince 
George’s  Counties  in  Maryland). 

With  support  from  local  Chinese  community  leaders,  the  researchers  attended  various 
community  settings  such  as  Chinese  cultural  service  centers,  senior  centers,  Chinese  and 
Taiwanese  associations,  health  fairs,  churches,  and  Chinese  New  Year  Celebrations  to  introduce 
this  study.  Chinese-language  recruitment  flyers  were  distributed  at  these  events.  Recruitment 
notices  were  also  posted  in  Chinese  newspapers  and  Chinese  associations’  newsletters  and  web 
sites.  After  public  announcements,  women  were  approached  to  evaluate  eligibility  and  interest 
in  participation.  Women  who  were  not  U.S.  residents  and  were  younger  than  50  years  of  age 
(exclusion  criterion  from  parent  study)  were  excluded  from  the  project.  Eligible  women  were 
invited  to  participate  and  were  told  again  about  the  purpose,  procedures,  benefits  and  risks  of 
participating  in  this  study.  Participants  were  offered  incentives  such  as  a  bottle  of  multivitamin 
supplement  and  periodical  health-related  newsletters  after  enrolling. 
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Overall,  573  eligible  Chinese  women  expressed  interest  in  participation.  Of  the  573,  509 
(89%)  consented  to  participate.  Seventy-four  percent  of  the  participants  were  recruited  on  site  in 
Chinese  churches,  health  fairs,  senior  centers,  and  Chinese  associations’  events  held  at 
restaurants;  16%  were  referred  by  friends;  8%  brought  consent  forms  home  from  the  recruitment 
sites  and  mailed  these  back;  and  2%  called  to  enroll  after  learning  of  the  study  through  notices  in 
newsletters  and  newspapers. 

Of  the  509  consenting  women,  438  (86%)  completed  the  interview,  6%  declined  the 
interview,  and  8%  were  pending  contact  at  the  time  of  the  present  analyses.  Reasons  provided 
for  declining  the  interview  after  initially  consenting  included  being  no  longer  interested  in 
participation  (n  =15),  moving  out  of  the  area  (n  =  7),  lost  contact  (n  =  4),  too  busy  (n  =  3),  and 
negative  feelings  about  questions  on  cancer  (n  =  3).  Of  the  438  women  who  completed  the 
interview,  five  reported  a  personal  history  of  colorectal  cancer  and  were  eliminated  from 
analyses.  Thus,  the  final  sample  for  this  report  was  433  women. 

Data  collection 

A  structured  telephone  interview  was  used  to  collect  information  regarding  practices  of 
FOBT,  sigmoidoscopy,  and  colonoscopy,  cultural  views  about  health  care  and  western  medicine, 
presence  of  physician  recommendation,  worry  about  getting  colorectal  cancer,  and  socio¬ 
demographics.  All  survey  questions  were  translated  into  Chinese  written  languages  commonly 
used  in  China,  Hong  Kong,  and  Taiwan.  Bilingual  speakers  (English  and  Chinese)  translated  the 
instrument  and  back-translation  was  conducted  to  assure  accuracy.  Trained  interviewers 
speaking  Mandarin,  Taiwanese,  or  Cantonese  conducted  computer  assisted  telephone  interviews 
with  consenting  women.  Only  three  participants  chose  to  complete  the  interview  in  English. 
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Eighteen  participants  who  had  difficulty  in  answering  questions  by  telephone  were  interviewed 
in  person.  The  interview  took  one  hour  on  average. 

Measures 

Outcome  variable.  Utilization  of  colorectal  cancer  screening  was  our  primary  outcome. 
According  to  clinical  guidelines  endorsed  by  American  Cancer  Society,  asymptomatic  and 
average-risk  adults  aged  50  and  older  should  obtain  either  yearly  FOBT,  sigmoidoscopy  every 
five  years,  or  colonoscopy  every  ten  years.3  We  measured  Chinese  women’s  adherence  to  these 
guidelines  with  a  series  of  questions.  First,  participants  responded  to  separate  questions  about 
whether  they  had  ever  had  FOBT,  sigmoidoscopy,  or  colonoscopy.  Women  who  reported  having 
ever  had  a  particular  test  were  queried  about  when  they  had  their  most  recent  test.  For  FOBT, 
choices  of  screening  intervals  ranged  from  within  one  year,  one  to  two  years,  more  than  two 
years.  The  intervals  for  sigmoidoscopy  were  from  within  one  year,  less  than  or  about  five  years, 
and  beyond  five  years.  The  timing  of  the  most  recent  colonoscopy  was  either  within  or  over  10 
years.  Women  could  also  respond  to  the  choice— don’t  know  or  unsure— if  they  did  not  remember 
when  they  went  for  the  test. 

Based  on  answers  to  these  questions,  colorectal  cancer  screening  outcomes  were  divided 
into  two  levels:  current  and  non-current.  Current  screeners  were  defined  as  having  either  FOBT 
within  a  year,  sigmoidoscopy  within  five  years,  or  colonoscopy  within  ten  years.  Non-current 
screeners  were  women  who  had  either  not  had  any  of  the  three  tests  within  the  recommended 
screening  interval  or  had  not  ever  had  one  of  the  tests. 

Predictor  variables 

Cultural  views  of  healthcare.  Based  on  previous  focus  group  data  from  Chinese- 
American  women, 19  we  developed  a  scale  to  measure  Chinese  women’s  cultural  views  about 
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cancer  and  health  care.  The  scale  consisted  of  30  items  designed  to  measure  the  use  of  herbs, 
values  of  western  medicine,  fatalistic  views  of  cancer,  life  styles,  modesty,  feelings  about 
western  medical  examinations,  other  cultural  ways  of  care  (e.g.  practices  of  Qi-kung  or  Tai-Chi), 
and  traditional  beliefs  in  hot-cold  balance  (hot-cold  balance  refers  to  beliefs  about  the  nature  of 
food  containing  two  general  characteristics:  hot  and  cold.  By  balancing  hot  and  cold  foods  inner 
energy  balance,  which  is  thought  to  be  critical  to  maintaining  health,  can  be  achieved).  For  each 
item,  women  responded  using  a  five-point  Likert  scale  from  strongly  agree  to  strongly  disagree. 
The  inter-item  reliability  was  .80. 

Cancer  worry.  We  assessed  cancer  worry  with  two  items  from  previous  research. 

Explicit  worry  was  measured  with  the  item:  “Overall,  how  worried  are  you  that  you  might  get 
colorectal  cancer  someday?  1  =  not  worried,  2  =  somewhat,  3  =  worried,  and  4  =  very  worried. 
Thoughts  about  cancer  were  assessed  by  the  item:  “During  last  year,  how  often  have  you  thought 
about  your  own  chances  of  getting  colorectal  cancer?  1  =  not  at  all  or  rarely,  2  =  sometimes,  3  = 
often,  and  4  =  a  lot.” 

Based  on  the  distribution  of  responses,  each  of  these  variables  was  dichotomized:  not 
worried  vs.  any  worry  (somewhat,  worried,  and  very  worried),  and  not  thinking  about  getting 
colorectal  cancer  vs.  thinking  about  it  (sometimes,  often,  a  lot).  “Worry”  and  “thoughts”  were 
each  analyzed  separately  to  examine  their  unique  effect  on  screening. 

Covariates 

Sociodemographics.  We  assessed  age  (50  -  64  vs.  65+),  educational  level  (<  High  school 
vs.  >  High  school),  marital  (currently  married  vs.  not  married)  and  employment  status  (yes  vs. 
no),  and  annual  income.  Annual  income  was  subsequently  excluded  from  the  analysis  because 
the  variable  had  greater  than  30%  missing  values. 
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Medical  access  factors.  We  also  assessed  medical  access  factors  such  as  having  health 
insurance  (do  you  have  any  health  insurance  coverage?  Yes/No),  presence  of  a  regular  physician 
(when  you  are  sick,  do  you  have  a  regular  doctor  that  you  would  go  to  look  for?  Yes/No),  and 
physician  recommendation  (in  the  past  two  year,  did  any  doctor  who  you  have  visited 
recommend  that  you  have  colorectal  cancer  screening?  Yes/No). 

Symptoms:  Participants  were  asked  “did  you  go  for  your  last  FOBT  (or  sigmoidoscopy, 
or  colonoscopy)  because  of  health  reasons  or  as  part  of  a  routine  checkup?”  Of  the  433  women, 
about  19%  (N  =  84)  reported  that  they  underwent  one  or  more  of  these  tests  for  health  reasons. 
Given  the  imprecision  of  this  measure,  we  decided  to  take  a  conservative  approach  in  which  we 
created  a  binary  symptom  variable  (asymptomatic  vs.  symptomatic).  Asymptomatic  women 
included  ever  screened  women  who  reported  the  receipt  of  screening  as  a  result  of  routine 
checkups,  and  never  screened  women  who  said  that  they  were  healthy  and  had  no  physical 
symptoms.  Symptomatic  refers  to  women  who  received  colorectal  cancer  screening  as  a  result 
of  health  reasons.  For  some  of  the  never  screened  women  who  had  never  heard  about  any  of  the 
screening  tests  and  did  not  claim  that  they  were  healthy,  we  coded  them  as  probably 
symptomatic  and  assigned  them  to  the  symptomatic  category. 

Data  analysis 

Bivariate  and  multivariate  analyses  were  conducted  to  test  the  two  study  hypotheses. 
Missing  data  from  the  cultural  scale  were  imputed  with  a  mean  substitution.  Scores  on  each 
cultural  item  were  summed  to  yield  an  overall  Chinese  cultural  view  score.  We  normalized  the 
cultural  sum  scores  from  0-100  points  for  the  convenience  of  interpretation.  Missing  binary 
variables  were  imputed  using  a  principle  by  which  the  missing  cases  were  placed  in  the  category 
when  its  odds  of  predicting  a  criterion  are  closer  to  1.  That  is,  the  missing  was  placed  in  the 
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category  that  would  decrease  the  association  between  the  imputed  variable  and  the  outcome 
variable  to  avoid  an  artifact  of  overestimating  the  association. 

To  examine  bivariate  associations  between  screening  and  predictors,  we  used  chi-square 
tests  for  dichotomous  variables  and  t  tests  for  continuous  variables.  Multivariate  modeling  of  the 
effects  of  cultural  views  and  cancer  worry  on  colorectal  cancer  screening  was  conducted  using 
logistic  regression  with  hierarchical  variable  entry.  Bivariate  variables  with  statistically 
significant  associations  with  screening  outcomes  were  included  in  the  multivariate  model.  In  the 
logistic  models,  we  employed  a  hierarchical  variable  entry  approach  in  which  we  retained  the 
significant  predictors  (p  value  <.05)  from  each  tested  model  and  added  the  next  set  of  predictors 
to  the  subsequent  models.  In  model  1,  we  entered  demographic  variables  including  education 
and  employment  status.  In  model  2,  we  retained  significant  variables  from  model  1  and  then 
entered  medical  access  factors  (health  insurance,  presence  of  a  regular  doctor,  and  physician 
recommendation  for  colorectal  cancer  screening).  Model  3  included  all  significant  variables 
from  model  2  plus  the  symptom  variable.  Based  on  a  clinical  point  of  view,  the  symptom 
variable  was  controlled  for  in  the  following  models  regardless  its  significance.  In  the  fourth 
model,  we  retained  significant  variables  and  the  symptom  variable  from  model  3  and  added 
colorectal  cancer  worry  and  thoughts  about  colorectal  cancer.  To  examine  whether  cultural 
views  about  health  care  explain  variance  in  colorectal  cancer  screening  outcomes  after 
adjustment  for  covariates  examined  in  model  4,  the  variable  of  culture  was  the  last  predictor 
entered  in  the  final  model.  Odd  ratios  (OR)  with  95%  confidence  intervals  (Cl)  were  used  to 
estimate  the  significance  of  the  odds  of  current  screening  versus  noncurrent  screening  for  each 
study  variable.  The  assessment  of  significance  of  blocks  of  variables  entered  in  each  step  was 
based  on  estimation  of  differences  in  the  likelihood  ratio  chi-square  (%2)  and  degree  of  freedom 
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(df)  between  two  evaluated  models.  The  SAS  9.0  version  statistical  program  was  used  to 
perform  all  analyses. 

Results 

Sample  characteristics 

Of  the  433  participants,  432  were  foreign  bom.  Among  the  foreign  bom  women,  sixty 
percent  were  bom  in  China,  3%  in  Hong  Kong,  31%  in  Taiwan,  and  6%  in  other  countries 
including  Singapore  and  Vietnam.  The  mean  age  of  the  sample  was  64  years,  ranging  from  50  to 
89  (standard  deviation,  SD  =  9  years).  The  majority  of  participants  had  a  college  degree  or 
higher  (71%),  had  health  insurance  (81%),  and  were  married  (73%).  Thirty-nine  percent  were 
employed.  Fifty-seven  percent  (n  =  246)  of  the  participants  were  classified  as  current  screeners 
and  43%  (n  =  187)  were  non-current  screeners. 

Bivariate  analyses 

Table  1  presents  bivariate  associations  between  sociodemographics,  medical  access 
factors,  cancer  worry,  and  cultural  variables  with  colorectal  cancer  screening  behavior.  Among 
the  sociodemographic  variables,  education  and  employment  status  were  both  associated  with 
screening  adherence.  In  terms  of  medical  access  factors,  presence  of  a  regular  doctor,  health 
insurance,  and  physician  screening  recommendation  were  each  significantly  associated  with 
screening  adherence.  The  presence  of  symptoms  was  also  associated  with  being  a  current 
screener.  Among  the  psychosocial  and  cultural  variables,  worry  and  thoughts  about  colorectal 
cancer  were  associated  with  an  increased  likelihood  of  being  a  current  screener.  In  addition, 
current  screeners  had  significantly  lower  mean  scores  on  Chinese  cultural  views  than  non-current 
screeners,  indicating  that  non-current  screeners  had  a  higher  eastern  view  of  care. 

Multivariate  analyses 
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As  displayed  in  Table  2,  we  tested  our  hypotheses  that  culture  and  cancer  worry 
independently  predict  colorectal  cancer  screening  using  logistic  regression  analysis  in  which  we 
controlled  for  other  study  covariates.  Based  on  bivariate  analyses,  education  and  employment 
status  were  considered  in  model  1  as  sociodemographic  predictors.  In  this  model,  education 
significantly  predicted  adherence  ip  <  .0001),  but  employment  status  did  not  ip  =  0.31).  In 
model  2,  we  retained  education  and  added  medical  access  factors  of  health  insurance,  presence  of 
a  regular  physician,  and  physician  recommendation.  In  model  2,  education  {p  =  .0017)  and 
physician  recommendation  ip  <  .0001)  were  independent  predictors  of  screening.  Removing  the 
non-significant  medical  factors  of  health  insurance  ip  =  0.21)  and  presence  of  a  regular  physician 
ip  =  0.14)  from  model  2  resulted  in  a  significant  improvement  in  the  model  chi-square  (A%2  (2)  = 
7.53,  P<.  01). 

In  model  three  we  added  our  symptom  variable  to  the  variables  retained  from  model  2 
(education  and  physician  recommendation).  Although  symptoms  were  not  independently 
associated  with  screening  adherence  ip  =  0.13),  we  felt  that  the  clinical  significance  of  this 
variable  merited  including  it  in  all  subsequent  models.  With  symptoms  in  the  model,  both 
education  and  physician  recommendation  remained  statistically  significant.  On  the  next  step,  we 
entered  psychological  factors  (worry  and  thoughts  about  colorectal  cancer)  controlling  for  study 
variables  retained  in  model  3.  Thoughts  about  colorectal  cancer  exhibited  a  significant 
independent  effect  on  colorectal  cancer  screening  adherence  ip  =  .0081),  but  worry  was  not 
independently  associated  with  screening  ip  =  0.1593).  Removing  worry  from  the  model  did  not 
result  in  a  significant  change  in  chi-square  (A%2  (1)  =  1.98,  P  >  .05).  Thus,  worry  was  excluded 
in  the  fourth  model. 


11 


Culture  and  Colorectal  Cancer  Screening 


In  the  fifth  model  we  entered  the  cultural  scale  score.  Culture  was  marginally  predictive 
of  screening  adherence  ip  -  .0597)  after  controlling  for  prior  variables.  Importantly,  upon  entry 
of  cultural  scale  score,  education  was  no  longer  independently  associated  with  screening 
outcomes  (p  =  .088),  but  symptoms  became  a  significant  independent  predictor  (p  =  .0371). 
Physician  recommendation  and  thoughts  about  colorectal  cancer  both  remained  significant 
predictors  of  screening  adherence. 

Given  the  apparent  confounding  of  the  education,  symptom  and  culture  variables  in  the 
fifth  model,  we  conducted  follow-up  analyses  to  explore  these  associations.  We  found  that 
culture  was  highly  and  negatively  correlated  with  education  (r  =  -.41,  p  <  .0001),  indicating  that 
women  who  had  higher  educational  level  were  less  likely  to  hold  an  eastern  view  of  care.  Given 
the  high  overlap  between  culture  and  education,  we  tested  a  final  model  identical  to  the  fifth 
model  above  -  but  dropping  education  and  retaining  culture.  In  this  final  model,  culture  (p 
=  .006)  significantly  and  independently  predicted  colorectal  cancer  screening  outcomes 
(controlling  for  physician  recommendation,  symptoms,  and  thoughts  about  colorectal  cancer). 
The  model  chi-square  was  not  significantly  changed  when  education  was  removed  from  the 
model  (Ax2  (1)  =  2.9,  P  >  .05).  No  interaction  effect  between  culture  and  other  independent 
variables  was  found. 

The  results  of  the  final  logistic  model  (Table  2)  suggest  that  women  who  received  a 
physician  recommendation  for  colorectal  cancer  screening  had  more  than  a  three-fold  increased 
odds  of  being  a  current  screener  compared  to  women  who  had  not  received  a  physician 
recommendation  (OR,  3.44;  95%  Cl  2.25  to  5.28).  Women  who  sometimes  or  often  thought 
about  the  chance  of  getting  colorectal  cancer  had  about  a  threefold  greater  odds  of  current 
screening  compared  to  women  never  thought  about  colorectal  cancer  (OR,  2.79;  95%  Cl  1.63  to 
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4.77).  Finally,  a  10-point  increase  in  eastern  cultural  view  was  associated  with  a  25%  decreased 
likelihood  of  being  a  current  screener  (OR,  0.75;  95%  Cl  0.74  to  0.76). 

Finally,  we  conducted  a  stratified  analysis  to  examine  to  the  degree  of  confounding 
between  education  and  cultural  views.  As  shown  in  Table  3,  cultural  view  was  not  associated 
with  screening  among  college-educated  participants.  However,  among  participants  with  less 
education,  those  who  were  not  current  screeners  had  a  more  eastern  cultural  view  than  did  those 
who  were  current  screeners. 

Discussion 

The  results  of  this  study  support  our  hypotheses  that  cultural  views  and  thoughts  about 
getting  colorectal  cancer  were  significantly  and  independently  associated  with  adherence  to 
colorectal  cancer  screening  guidelines  in  Chinese  women  after  controlling  for  demographic  and 
medical  access  variables.  Consistent  with  previous  research  on  cancer  screening  in  Chinese 
women,4,7  our  study  also  confirmed  that  physician  recommendation  was  strongly  predictive  of 
screening  adherence,  independent  of  other  predictors. 

Chinese  women  holding  an  eastern  view  of  care  are  less  likely  to  adhere  to  colorectal 
cancer  screening  guidelines  than  Chinese  women  with  a  more  western  view  of  care.  An  eastern 
view  of  care  consists  of  several  cultural  aspects  commonly  found  among  Chinese  women  such  as 
fatalism,  use  of  herb  medicine,  hot  -cold  balance,  attitudes  toward  both  physician  visits  and 
western  examination,  modesty,  and  life  styles  (i.e.  healthy  diet  and  balanced  emotion).  These 
cultural  beliefs  may  impede  Chinese  women’s  adherence  to  colorectal  cancer  screening 
guidelines. 

We  found  that  the  degree  of  beliefs  in  the  eastern  way  of  care  was  strongly  related  to  a 
woman’s  educational  level.  Chinese  women  with  lower  educational  levels  were  significantly 
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more  likely  to  hold  an  eastern  view  of  care  and  were  less  likely  to  adhere  to  colorectal  cancer 
screening  guidelines  than  Chinese  women  with  post-secondary  education.  These  data  suggest 
that  cultural  concept  of  health  care  may  be  modified  by  an  individual’s  educational  experience. 
Higher  education  in  modem  Chinese  society  has  been  greatly  influenced  by  western  science  and 
technology.  Chinese-American  women  with  advanced  education,  especially  those  who 
completed  their  postsecondary  education  in  the  U.S.,  are  more  likely  to  be  influenced  by  western 
culture  and  have  more  opportunities  to  leam  about  western  medical  care.  With  an  understanding 
of  western  preventive  care,  diagnosis,  and  treatment,  college-educated  Chinese  women  may  be 
more  likely  to  modify  their  existing  eastern  care  structure,  utilize  western  medical  services,  and 
follow  its  preventive  guidelines  than  high  school-educated  Chinese  women. 

Although  an  eastern  view  of  care  was  associated  with  decreased  screening  adherence,  we 
found  that  this  association  was  only  present  among  less  educated  participants.  In  post  hoc 
analysis  among  college-educated  women,  adherence  to  screening  was  significantly  related  to 
physician  recommendation  and  colorectal  cancer  awareness  (data  not  shown).  These  results 
suggest  that  efforts  to  target  Chinese  women  for  colorectal  cancer  screening  will  need  to  consider 
both  their  cultural  perspectives  and  educational  backgrounds. 

Similar  to  other  research  on  minority  populations,24'27  results  of  this  study  suggest  that 
physician  recommendation  was  an  independent  predictor  of  colorectal  cancer  screening  in 
Chinese  women  regardless  of  cultural  view  of  care.  Chinese  culture  regards  physicians  as 
authority  figures.  Chinese  women  who  hold  an  eastern  view  of  care  and  use  less  western 
medical  care  may  be  least  likely  to  be  exposed  to  professional  recommendation  for  colorectal 
cancer  screening.  However,  our  data  suggests  that  when  a  recommendation  is  received,  it  is 
typically  acted  upon  regardless  of  the  whether  the  individual  has  an  eastern  or  western  view  of 
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care.  It  is  likely  that  physicians  who  are  enthusiastic  about  encouraging  patients  to  obtain  timely 
colorectal  cancer  screening  may  explain  the  importance  and  benefits  of  screening  to  their 
patients.  Chinese  women’s  misconceptions  about  colorectal  cancer  and  screening  may  be 
clarified  at  this  time.  This  may  help  Chinese  women  adapt  themselves  to  western  ways  of  care 
by  placing  more  value  on  western  preventive  care,  which  consequently  motivates  them  to 
comply  with  screening  guidelines. 

We  also  found  that  women  who  worried  about  developing  colorectal  cancer  were  more 
likely  to  obtain  timely  colorectal  cancer  screening  than  women  who  were  not  worried.  Similar  to 
previous  studies  in  other  ethnic  groups,29"30  apprehension  about  having  colorectal  cancer  was 
significantly  associated  with  Chinese  women’s  colorectal  cancer  screening  behavior.  These  data 
are  also  consistent  with  studies  of  examining  the  role  of  worry  on  other  forms  of  cancer 
screening.20,22,31  Moreover,  thoughts  about  the  chances  of  getting  colorectal  cancer  appear  to  be 
a  stronger  predictor  in  the  multivariate  analyses  than  explicit  worry.  It  is  possible  that  thoughts 
about  colorectal  cancer  represent  awareness  of  the  threat.  Thus,  patients  who  are  aware  of  the 
threat  may  be  more  likely  to  seek  screening.  Our  current  cross-sectional  data  cannot  specify  the 
cause  and  effect  between  thoughts  about  colorectal  cancer  and  screening  behavior.  However, 
prior  research  by  others  indicates  that  emotional  factors,  such  as  worry  and  fear,  can  facilitate 
women’s  behavioral  responses  to  cancer  screening  and  regulate  screening  behavior  in  different 
ethnic  groups.32,33 

There  are  several  caveats  that  should  be  considered  in  interpreting  our  results.  First,  this 
study  was  based  on  a  community-based  convenience  sample.  The  sample  was  extremely  well 
educated  and  insured.  There  may  be  unique  barriers  to  colorectal  cancer  screening  for  less- 
educated  and  uninsured  women.  Second,  this  sample  was  virtually  all  foreign-bom  limiting  the 
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study’s  generalizability  to  other  groups  of  Chinese.  It  is  likely  that  American-born  or  more 
culturally  assimilated  Chinese  Americans  would  report  different  cultural  views  and  would  have 
different  rates  of  colorectal  cancer  screening.  Third,  results  are  based  on  self-report  data  at  one 
time  point.  Whether  or  not  significant  barriers  found  in  this  study  are  contributing  to  Chinese 
Americans’  adherence  to  colorectal  cancer  screening  needs  to  be  prospectively  studied.  Finally, 
our  measure  of  whether  participants  were  symptomatic  or  not  are  imperfect.  We  attempted  to 
distinguish  women  who  sought  true  screening  from  those  who  whose  CRC  tests  were  diagnostic 
in  nature.  However,  since  we  based  this  distinction  on  a  self-report  measure,  it  remains  unclear 
whether  the  tests  reported  by  these  participants  were  screening  or  diagnostic  tests.  However,  we 
chose  to  include  these  women  in  the  analyses  and  control  for  the  variable  of  symptoms  in  the 
multivariate  modeling.  Future  investigation  should  more  clearly  assess  whether  the  tests  were 
obtained  for  screening  or  diagnostic  reasons. 

The  current  study  suggests  that  professional  recommendations  are  important  avenues  in 
overcoming  Chinese  American  women’s  cultural  and  psychological  barriers  to  colorectal  cancer 
screening.  It  is  notable  that  most  of  the  older  Chinese  women  eligible  for  this  study  are 
immigrants.  Chinese  immigrating  to  the  U.S.  have  a  2  to  4-fold  increased  risk  of  developing 
colorectal  cancer  compared  to  those  living  in  China.33  When  these  women  are  less  educated 
about  western  preventive  care  and  are  unaware  of  their  increased  risk  of  getting  colorectal  cancer, 
they  are  less  likely  to  adhere  to  screening  guidelines.  Reports  based  upon  1990  and  2000  census 
data  indicate  that  about  69%  of  Chinese  Americans  are  foreign  bom  and  this  population  is 
rapidly  growing.34'35  A  study  comparing  SEER  data  from  1975-1987  and  from  1988-1997 
indicated  that  Chinese  Americans  had  lower  five-year  colorectal  cancer  survival  rates  than  other 
Asian  groups  in  the  U.S.36  Participation  in  regular  colorectal  cancer  screening  is  critical  to  early 
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detection  and  morality  reduction.37'39  Reducing  barriers  in  Chinese  women  and  promoting  their 
use  of  colorectal  cancer  screening  may  depend  on  culturally  and  linguistically  appropriate 
intervention  programs.  Very  few  intervention  studies  have  been  designed  to  counteract  Chinese 
women’s  psychological  and  cultural  barriers.  Our  results  suggest  that  interventions  directed 
toward  increasing  colorectal  cancer  awareness  and  knowledge  about  western  preventive  care 
through  physician  recommendations  are  important  to  enhance  Chinese- American  women’s 
adherence  to  colorectal  cancer  screening. 
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Table  1 

Bivariate  Association  between  Sociodemographics,  Medical  Care  Resources,  Cancer  Worry  and 
Cultural  Variables  with  Screening  Outcomes  (N  =  433) 


Variables 

Whole 

Current  screeners 

Non-current  screeners 

P 

Group 

(n 

=  246) 

(n 

=  187) 

values 

No. 

No. 

% 

No. 

% 

Age 

.9625 

50  to  64  years  old 

246 

140 

57 

106 

57 

<65 

187 

106 

43 

81 

43 

Education 

<.0001 

<  High  school 

127 

51 

21 

76 

41 

>  High  school 

Martial  status 

306 

195 

79 

111 

59 

.1026 

Married 

316 

187 

76 

129 

69 

Divorced/Widow/Single 

Employed 

117 

59 

24 

58 

31 

.0187 

Yes 

171 

109 

44 

62 

33 

No 

Presence  of  a  regular  doctor 

262 

137 

56 

125 

67 

<.0001 

Yes 

339 

210 

85 

129 

69 

No 

Health  insurance 

94 

36 

15 

58 

31 

<.0001 

Yes 

349 

215 

87 

134 

72 

No 

84 

31 

13 

53 

28 

Physician  recommendation 

<.0001 

Yes 

193 

143 

58 

50 

27 

No 

240 

103 

42 

137 

73 

“Symptoms 

.015 

Yes 

133 

64 

26 

69 

37 

No 

300 

182 

74 

118 

63 

Worry  about  getting  colorectal 

.0004 

cancer 

Somewhat/often/a  lot 

166 

112 

46 

54 

29 

Not  at  all 

267 

134 

54 

133 

71 

Thinks  about  getting  colorectal 

<.0001 

cancer 

Sometimes/often/a  lot 

97 

72 

29 

25 

13 

Not  at  all 

336 

174 

71 

162 

87 

bCultural  views  of  healthcare 

M  =  52.08  (SD  9.46) 

M  =  56.18 

(SD  11.06) 

<.0001 

Note.  aData  about  symptoms  were  based  on  women’s  self  report  rather  than  clinical  information. 
bCultural  views  are  continuous  scores  ranging  from  0  to  100  points.  M  =  mean;  SD  =  standard 
deviation.  High  scores  on  cultural  views  indicate  a  more  eastern  view  of  care;  low  scores  reflect  a  more 
western  view  of  care. 


24 


Culture  and  Colorectal  Cancer  Screening 


Table  2 

Summary  of  Statistics  of  Logistic  Regression  Models  Predicting  Screening  Behavior  between  Current 
and  Noncurrent  Screeners 


Model  construction 

Estimated 

OR 

95%CI 

Model 

df 

A  CX2 

coefficient 

x2 

(vs.  compared  model) 

Model  1 

20.25 

1 

Education:  >  High  school 

0.96 

2.62 

1.71-4.00 

(vs.  <  High  school) 

Model  2 

55.00 

2 

34.75***  (vs.  Model  1) 

Education 

0.77 

2.15 

1.38-3.35 

Physician  recommendation:  yes 

1.23 

3.41 

2.25-5.19 

(vs.  No) 

Model  3 

57.32 

3 

2.32  (vs.  Model  2) 

Education 

0.72 

2.05 

1.31-3.22 

Physician  recommendation 

1.22 

3.37 

2.22-5.13 

aSymptoms:  Yes 

0.35 

1.41 

0.91-2.20 

(vs.  No) 

Model  4 

71.64 

4 

14.32***  (vs.  Model  3) 

Education 

0.62 

1.86 

1.17-2.94 

Physician  recommendation 

1.24 

3.45 

2.25  -  5.29 

Symptoms 

0.45 

1.57 

1.00-2.48 

Thoughts  about  getting  colorectal 

1.00 

2.72 

1.59-4.67 

cancer:  Somewhat/often/a  lot 

(vs.  No) 

Model  5  (Final  model) 

72.34 

4 

2.90  (vs.  Model  5) 

Physician  recommendation 

1.24 

3.44 

2.25-5.28 

Symptoms 

0.55 

1.74 

1.10-2.73 

Thoughts  about  getting  colorectal 

1.03 

2.79 

1.63-4.77 

Cancer 

Cultural  views 

-.03 

0.97 

0.95  -  0.99 

Note.  The  reference  group  is  current  screeners.  Non-significant  covariates  and  predictors  were  not 


retained  in  each  model  except  controlling  for  symptoms.  This  modified  final  model  was  significant  at  p 
<  .0001,  indicating  a  good  fit  to  the  data.  aData  about  symptoms  were  based  on  women’s  self  report 
rather  than  clinical  information.  bCultural  views  are  continuous  scores  ranging  from  0  to  100  points. 
High  scores  on  cultural  views  indicate  a  more  eastern  view  of  care;  low  scores  reflect  a  more  western 
view  of  care.  For  every  1  point  increase  in  the  cultural  scale,  the  odds  of  being  current  screeners  were 
3%  less  than  being  non-current  screeners.  cThe  symbol  (A)  denotes  as  the  differences  in  likelihood 
ratio  chi-square  (%  )  tests  between  the  tested  model  and  the  compared  model.  *  p  <  .05,  ***  p  <  .001 
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A 


Table  3 

Mean  Differences  in  Cultural  Views  by  Women  with  and  without  College  Education 


Groups  \  Outcomes  Current  Screeners  Non-current  Screeners 

Cultural  views 


Level  of  education 

n 

M 

SD 

n 

M 

SD 

t  values 

<  High  school 

51 

58.06 

10.30 

76 

62.23 

11.23 

2.12* 

>  High  school 

195 

50.51 

8.58 

111 

52.04 

8.84 

1.48 

Note.  *  p  <  .05.  M  =  mean  scores  on  the  cultural  scale.  SD  =  standard  deviation.  Higher  mean 
scores  on  cultural  views  mean  a  more  eastern  view  of  care.  Low  mean  scores  on  cultural  views 


mean  a  more  western  view  of  care. 
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